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Health, Medicine, and Social Change’ 


JAMES M. MACKINTOSH, M.D.’ 


THis title which I have given might be used to describe half a dozen periods 

in the history of civilization, and I am resisting the delicious temptation of 
delving into history. The period which begins to affect us directly was the 
slow development which led up to the industrial revolution of the second half 
of the eighteenth century. I refer to this because great social changes occurred 
during this time. First of all there was the realization that prevention was an 
important feature of medicine as the work of men like Mead, Pringle, Lind and 
Jenner abundantly illustrated. There was at the same time an important widen- 
ing of social responsibility which began with the Wesleys and their great interest 
in education. This growth of humanity in British politics was also represented 
by far-sighted statesmen like Burke, Pitt and Fox; but it was even more 
developed as scientific social investigation by John Howard, whose classical work 
on prisons represented the first advance in science. 

The early nineteenth century was in fact a step into the darkness, for the 
industrial revolution in England quite suddenly created a wretched situation 
owing to the movement of workers from the country into towns without any 
preparation for housing or town planning, and without any attempt to control 
the health of the worker, or his hours of work, or indeed the employment of 
women and children in the new factories. This meant, in effect, a new challenge 
to public health and the dangers were not averted until the last quarter of the 
19th century when legislation became organized, and the first steps were taken 
to improve the housing of working people. Lastly, I should not fail to mention 


the first age of science in which medicine became dominated by the great 
work of Pasteur, Lister and Koch. 





1Presented at the 52nd annual meeting of the Canadian Public Health Association 
held in Regina, Saskatchewan, June 6-8, 1961. 
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The most important difference in the twentieth century is that all these 
changes in medicine were profoundly affected by social development. The 
whole situation changed during the first quarter of the century, and led to a 
successive widening of social responsibility. The twentieth century has been 
described as the age of personal (as opposed to environmental) health. | 
would prefer to call it the age of community responsibility, and I have still a 
faint hope that the historian of the next century may call this “the age of inter- 
national co-operation.” Be that as it may, the twentieth century began hopefully. 
Sydney Webb, the economist, writing in 1901, said “This time it is not a new 
continent that the ordinary man has discovered, but a new category. We have 
become aware almost in a flash that we are not merely individuals but mem- 
bers of a community, nay, citizens of the world. . . . In short, the opening of 
the twentieth century finds us all, to the dismay of the old-fashioned individua- 
list, thinking in communities.” Sydney Webb was too optimistic as regards time 
because he was in a hurry but he was unerring in seeing the trend of social 
development. Two events had stimulated new thinking. First, a series of 
social investigations of a scientific kind, notably the work of Charles Booth 
on the Population of London and the more accurate but limited study by 
Rowntree on the City of York. The second event was a sharp increase of public 
anxiety about the physical health of the people. In the year 1902, Frederick 
Maurice wrote an article, entitled “Where to Get Men’, and he said that out 
of every five men wishing to enlist for service in the South African War, only 
two remained effective soldiers after two years. These disclosures led to the 
appointment of an Interdepartmental Committee in 1903. I am mentioning 
this especially because they made a series of remarkable recommendations, 
some of which have not even yet been put into effect. 


1. A register of sickness, not confined to communicable disease. This valuable 
recommendation has not yet been carried out. 

2. Overcrowding—The Committee said that the time had come to deal drastically 
with overcrowding and urged that local authorities should establish minimum 
standards and see that they were enforced. 

3. The personal and community recommendations of the Committee are still 
of great interest, especially in view of the wind of change in Africa and the inde- 
pendence of a large number of countries. It should never be forgotten that these 
countries are at the same stage of social and health organization as we were sixty 
.years ago, or more. 

(a) Infant Mortality—-The Committee said that the connection between 
overcrowding on the one hand and bad or insufficient feeding had been estab- 
lished. They strongly recommended an improvement in the statistics of infant 
life and death, including the registration of stillbirths. This was actually recom- 
mended by the Brussels Conference on Hygiene in 1903 but it was not established 
as a legal requirement in Great Britain until a quarter of a century later. 

(b) Better Training of Mothers——The Committee recommended that, as 
models for maintaining and improving upon this step already existed, it required 
only careful study and a genuine faith in the value of social education to bring this 
training into general use. In Britain, it took a matter of twenty years to get this 
recommendation accepted. 

(c) The Committee laid a good deal of stress upon the value of public health 
nurses, especially in home visitation and in the teaching of mothers. 

(d) A startling suggestion was that the schools should be used for giving 
lessons in motherhood to girls. I doubt if this has been accepted even now, 
except as a local effort. 
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(e) The Committee were divided about the risks involved in mothers 
of young children going out to work; but the majority felt that, if the locai 
authorities established day-nurseries for the benefit of mothers at work, any 
risk would be greatly diminished. In England, these day-nurseries have been 
widely established since the Second World War and have been wholly benficial. 


The fear that they might help to spread infectious diseases among young children 
has not, in fact, been realized. 


(f) The Committee strongly recommended an extension of the school-leaving 
age for the purpose of instructing older girls in cookery, domestic work and 
home hygiene, and they insisted that properly qualified teachers should be used 
for the purpose. This useful recommendation was slowly introduced in the 
English schools but it seems to me a pity that they did not advise that boys also 


should be trained in domestic jobs, especially in minor household repairs and 
general help in the house. 


(g) The Committee recommended general medical inspection of school children 
with particular reference to care of the teeth, eyes and ears. This recommendation 
was the first to be put into action—about four years afterwards. 


(h) A great deal of attention was given to standards of feeding and the Com- 
mittee recommended official standards of purity for foods and drinks. They 
spoke especially about the dangers of foul milk, both in the dairy and at home. 


(i) And finally, the Committee pressed the need for industrial health services, 
especially for adolescents. 


These recommendations were made almost sixty years ago and in England 
they met with a good deal of opposition from time to time, but most of them have 
gradually been put into action. The first advance was an Act for the prevention 
of cruelty to children and, a year later, a general statute requiring school medical 
inspection in all public schools. Reforms of this kind were not achieved without 
opposition and I shall trouble you with only one example: 

There was an appeal on behalf of a number of school Boards, recommending 
that meals should be provided for underfed children in school at the expense of 
the local taxes. The London newspaper, The Times, commented, “There 
is a section of the Board which aims at saddling upon the taxpayers all the 
responsibility for the feeding of the children sent to school without their proper 
meals, a policy which, we have contended from the first, will inevitably tempt a 
large class of parents to starve or half-starve their boys and girls in order to escape 
a burden to which they are legally subject and which they are very well able 
to bear.” Well, it was not true. Parents were not so cruel as The Times had 
suggested and, in fact, some years later when school meals were introduced, 
there was no trouble of this kind whatever. 

Experience has now shown that the attitude of Parliament and of the Press 
in the first decade of the present century was too rigid for the spirit of the 
times. In fact, considerable social progress was made. Medical inspection was 
introduced in 1908. The Children Act and the first scheme for old-age pensions 
came hand in hand about the same time. The process of humanizing the Poor 
Law began in 1909, but was not completed until twenty years later when it 
was permanently joined with the local health services. In the social services 
striking advances took place because of the revolution in informed opinion, 
especially with regard to the underprivileged groups, and because of a growing 
ferment of unrest among the workers themselves. Democracy in fact began to 
express an opinion. 
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These social changes began in 1872 with compulsory national insurance 
against ignorance (popularly known as public education), and then went on by 
a perfectly logical sequence to compulsory national insurance against sickness. 
This progress was greatly accelerated by the fact that little progress had been 
made in the medical services during the early years of the twentieth century. 
In great cities, particularly in London, medical practice had become almost a 
sweated industry, and the sixpenny doctor, as he was called, and the club 
doctor, were very poorly paid. It was bad enough when the workers only 
became members of these industrial and other clubs, but the situation became 
much more severe when they began to include members of the families of 
workers. Meantime, a great many of the well-to-do and middle classes were 
moving their homes from the center of cities to the suburbs and the country. 
This led inexorably to the creation of two classes of doctor: the family doctor 
in the country who was relatively well paid and the harassed and depressed 
medical man in the cities who was both overworked and underpaid. 

By 1911 matters had reached a crisis when the Liberal Government intro- 
duced the first Insurance Act. This Act was resisted partly because of an 
artificially stimulated public outcry and partly because of the resistance of the 
more well-to-do doctors in country and suburban practices. It went through, how- 
ever, and did a great deal to rescue city practice. Unfortunately, it was very 
uneven in its benefits because it dealt with the worker only and not with his 
family. Furthermore, the insurance companies offered the best benefits to the 
best lives and gradually refused to admit men who were working in dangerous 
trades like mining, with the result that the State had to supplement the insurance 


companies in this respect. Some of the companies went so far in giving benefits 
to the relatively well-to-do that the process became known as “feeding the fat 
with the cream, and the lean with the skim milk”. The best summing up of 
the situation was the following: 


“The National Insurance Bill is the most decisive step yet taken upon the 
path of social organization. Its value to the wage-earning classes is far greater 
than the 15 or 16 millions a year with which it endows them. The force of 
science is brought to the defence of health. The force of numbers is enlisted in 
aid of the individual. When all stand together, how much better it will be for 
each! The cruel waste of disease and unemployment breaking down men and 
women, breaking up homes and families, will for the first time be confronted 
and encountered by the whole strength of the nation armed with knowledge 
and directed by power. This will carry us on by a long stride towards that 
general minimum standard of life and labour, of wages and of security, for the 
honest worker, which is the main object of democratic politics and the only 
sure foundation of the state. Beginnings are usually hard, and today we see 
the difficulties and objections which are always raised under every construc- 
tive effort. But ten years hence all these bickerings will have been forgotten. 
The vast national system of insurance will be in the full swing of its activity. 
We shall wonder how we ever could have got on without it, and a younger 
generation, taking their places in a healthier, happier, and more wisely 
organized society will thank us for the grand achievement which marks the 
opening of the reign of King George V.” 


Who said this? Then came the years of the First World War when health 
legislation was designed to meet temporary needs and social progress had to be 
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keyed to preserving the nutrition of the people. The inter-war years began well 
with the creation for the first time of a Ministry of Health and the first great 
postwar slogan, “Houses Fit for Heroes to Live In” but, unfortunately, the reces- 
sion soon set in on the rising costs and increasing unemployment. Some advances, 
however, can be recorded during the ten years that followed the first war. The 
first was the establishment of a tuberculosis service with dispensaries and 
hospitals, extra food and free medicines; and, above all, rubbing out the stigma. 
Maternal and child health was slow in moving but infant welfare centers were 
gradually established and some excellent educational work was carried out. 
The care of the handicapped, especially of cripples, was greatly advanced mainly 
through the work of a single woman, called Agnes Hunt, with the able collabo- 
ration of the great surgeon, Sir Robert Jones. And lastly, I have to mention 
with special interest the increase of attention to mental health. As a result of 
the report of a Royal Commission in 1925, a new Mental Health Act was 
brought in during 1930 which created an entirely fresh approach to mental 
disorder. The change was well described as follows: 


“That the treatment of mental disorder should approximate as nearly to the 
treatment of physical ailments as is consistent with the special safeguards which 
are indispensable when the liberty of the subject is infringed; that certification 
should be the last resort and not a necessary preliminary to treatment; and that 
the procedure for certification should be simplified, and made uniform for 
private and tax-aided cases alike and dissociated from the Poor Law.” 


This concept of mental disorder as a disease like other diseases had a pro- 
found effect on the public mind, and the authorities reacted quickly. In the 
advanced areas, a new type of mental institution was built in which the isolation 
of the mentally sick was brought to an end. Unfortunately, overcrowding of 
hospitals remained but what is known as the open door system took away a great 
deal of the prisonlike atmosphere of mental hospitals and gave great encourage- 
ment to the patients. 

The other great influence of the Mental Health Act of 1930 was the inaugura- 
tion of the voluntary system. Previously, under the English law a patient had 
to be certified before being admitted for care in a mental institution, and this 
process was both prolonged and objectionable. I may add here that in Scotland 
which, of course, is much more advanced than its neighbour, voluntary 
admission to mental hospitals had been in operation since 1866. At any 
rate, the system of voluntary admission has been a continuing success, and in 
English hospitals approximately three-quarters of the patients are now admitted 
without any of the stigma of certification. In recent time we have undergone, 
especially in the Western world, a still further stage in development, which 
may be described in this way. Previously we had the open-door system, 
and now we are organizing the revolving door by which patients can come in 
and out according to their medical and social needs. 

Just about the same time, a new movement which started in the United 
States, spread rapidly to England through the agency of the Commonwealth 
Fund. This was known as Child Guidance and it went a long way to help 
children who were suffering from some difficulties of behaviour. 

Health education in many ways contributed to social advancement and it 





460 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 52 


was fortunate that during the inter-war period there was a big movement 
towards life in the open air. Swimming became popular and both men and 
women began to wear lighter clothing and to take a much more active interest 
in hiking, swimming, and in the development of camps and hostels. In Great 
Britain, this period was most marked by a distinct advance in the housing of 
the people. This began in 1930 with an important Act to provide for cheap 
housing built by the local communities and it went on five years later to a 
Statute against overcrowding. The end of the era, just before the Second World 
War began, was marked by one further piece of enlightenment. After much 
doubt and hesitation, the broadcasting authorities in both the United States 
and Great Britain permitted the chief medical officers of the countries to speak 
open and frankly about the dangers of venereal disease, and the two officers 
concerned, Dr. Thomas Parran and Sir Wilson Jameson, successfully introduced 
openly measures against the plague of venereal infection. 

Now we may return to the medical service. Until the end of the nineteenth 
century, the health officer and medical men generally were occupied almost 
entirely with disease. The health officer was concerned mainly with epidemics 
and the family doctor was regarded as a professional adviser to be called in 
when a member of the family was sick. The idea of a doctor as a person engaged, 
either publicly or privately, in the promotion of health and the prevention of 
disease was new to the mass of the people, and indeed this was one of the 
greatest social revolutions in the early twentieth century—the idea of promoting 
health through school medical work, maternal and child health, the preventive 
care of handicapped children and, finally, preventive work in connection with the 
two great social diseases of the time, tuberculosis and venereal disease. 

Now we come to the problem of medical and social integration as they 
were seen at the end of the Second World War. The first most striking feature 
is the enormous advance in the use of antibiotics and the development of elabo- 
rate and costly apparatus for the treatment of certain diseases such as cardio- 
vascular disorders and cancer. This change undoubtedly had the effect of turning 
away the popular mind and the views of many doctors from the promotion of 
health to the treatment of sickness, if only because so many new tools were 
developed. The State, the profession, and the public still have to be educated to 
a wider understanding of the difference between “no disease” and “health”, and 
indeed this has been one of the great functions of the World Health Organization. 
The second feature of the post-war era is the great advance in hospital care and 
in the development of clinics for out-patient treatment. These are good in them- 
selves although one must take care that the hospital does not become over- 
whelming. Indeed there has been a kind of turning away owing to the increas- 
ing costs of hospitals to simple organization known as Progressive Patient 
Care. There are two inherent dangers in this; the first that in all this development 
of clinics, the home may be forgotten. Yet a knowledge of the family against 
the background of the home is the first condition of good medical practice. 
The second danger is that such matters as housing, water supply, and the care 
of the environment generally should be left to technical officers with the 
medical man in a consultant position without specific duties or responsibilities. 
The result of these two risks is that there has been, especially in America, 
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a growing separation of medicine from the home and the family. It is a matter 
of urgency to correct this, particularly because of the disruptive effects of 
war on family life. We must do all that we can to exalt the position of the 
family and the family doctor in the life of the people. I regard this of such 
importance that I do not hesitate to repeat it. I would go so far as to say that, 
if the doctor does not know what kind of home his patients live in and what 
kind of persons make up the family, he is not a good doctor. An understanding 
of sickness involves a knowledge of the house as a home and its fitness in 
relation to the needs of the family that occupies that home. 

In the United Kingdom, where the National Health Service came into opera- 
tion, there was a tendency to concentrate attention on the hospital part of the 
Service, and particularly to play up the consultant at the expense of the general 
physician. This process has been gradually reversed, partly because of the 
increasing technicalities of medical science, particularly because medicine was 
getting too far away from the homes of the people. Quite recently, the Medical 
Advisory Council said: “In our view, anything which enhances the status 
and efficiency of general practice will be to the benefit of the Health Service 
as a whole; while anything which has the opposite effect will, in the end result, 
be harmful.” 

What are likely to be of chief concerns in the future? On the stricter side 
of medical care, we should be continually alert about three groups: (a) The 
conditions which cut off life in its prime; (b) The disasters which curtail life 
in the richness of its experience; (c) The conditions and disabilities that limit 
the fullness of life and health through mental or physical disability; and (d) 
The strategy of prevention. Under the first of these categories we must still 
include tuberculosis and the acute communicable diseases because many of them 
have not yet been completely conquered. The overwhelming majority of them, 
however, as a result of scientific advances, should be eliminated in the course of 
the next half-century. It is in this group and especially in the major tropical 
diseases such as malaria and yaws that we may look for the most striking 
improvement. 

In the second group we have the dark shadows of cancer and the cardio- 
vascular diseases. We are making some progress in this field but not enough. 
It seems to me that we shall have to follow more faithfully a fresh approach 
through the social sciences with a re-appraisal of the physical effects of undue 
strain in the ways of living. We must bring the whole issue of social psychology 
into this subject. On the question of cancer, the problem is essentially one of 
scientific research. We have to use all the weapons at our disposal—genetic 
studies, stress on the organism as a whole, and responses to prolonged local 
irritation. In particular, we must examine more closely the vegetative reprisals 
against the long domination of sex. By this I mean the primitive urge for 
mere tissue survival when the sex function has failed to supply the necessary 
controls through age or disorder. Cancer is like a country in which the failure 
of government control has led to anarchy; and the main characteristic of the 
anarchy is a pathetic attempt to achieve mere survival at the expense of the 
body politic. It is true that neither tyranny nor cancer arises in sound constitu- 
tions; there must be some additional irritant like political injustice or poverty 
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in the one case and external irritants in the other like tobacco, certain oils and 
smog, all of which have been blamed; but once the process gets into motion, the 
irritated part will grow and destroy the individual. It is, at any rate, noteworthy 
that most cancers appear at a time when the sex function is weakening and that 
also is the time when irritants have an opportunity of becoming well established. 

In the cardiovascular diseases, we have to guard against excessive wear and 
tear. If we accept the compliment that coronary disease is mainly a disorder 
of the intelligent, this does not excuse us from careful investigation of other 
exciting causes. 

The third group is less well defined but it includes all the physically disabled, 
whether the disability arises from genetic causes, disease or accident. Unhappily, 
an increasing number of physical disabilities are due to avoidable accidents 
at home or on the road and our methods of prevention are often feeble and 
sluggish. In some ways this disability group is the most disappointing of all 
because one part is associated with genetic causes, which we are doing our best 
to multiply; and the other is chiefly due to accident, hustle and bustle, which 
we increase day by day. 

Our fourth subject is concerned with the strategy of prevention. Where are 
we going in medicine? What are to be the functions of the hospital of the 
future? The cost of medical care is going to rise with the increasing complexity 
of treatment. This is right and inevitable but the question arises as to how we 
shall spend our money to the best advantage. We can no longer afford to main- 
tain in a hospital bed, a patient who does not continue to require specialized or 
urgent treatment. The waiting patient or the one who is convalescent, after 
an illness or surgical operation, can no longer occupy the acute hospital bed. 
Our specialized hospitals must have a swift and effective exchange system 
through which patients can be transferred, without any loss of care, from more 
costly to simpler and cheaper accommodation. We do not keep patients in 
operating rooms any longer than is absolutely necessary but we shall have to 
learn that every bed in an acute hospital is an operating bed. Put the matter 
in another way. Medicine is rapidly becoming a group of highly technical and 
scientific procedures and we shall have to revolutionize our ideas for the 
design of general, special and mental hospitals. The specialist of the future will 
be a technologist rather than a doctor, and while patients will, of course, 
remain under the supervision of medical consultants, much of the actual 
treatment will be carried out by techniques which require highly specialized 
scientific rather than medical knowledge. This already applies to many diseases, 
including cardiac, pulmonary and renal but we are only just at the beginning 
of a great technical revolution. 





Strontium-90 Levels in Human Milk. 
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N recent years increasing concern has been felt about the extent of human and 
animal contamination with radioactive materials. Prior to the testing of nuclear 
devices, strontium was regarded as a trace element of but little biological sig- 
nificance. Nuclear explosions liberate strontium-90 into the stratosphere in large 
amounts, from where is it deposited on the ground and incorporated into the 
foliage. Human beings obtain strontium-90 from both animal and plant sources. 
As such, it is an intensive radiation hazard of significance, because of its long 
physical and biological half life. 

Radiostrontium is readily absorbed from the gastrointestinal tract and is 
deposited in the bones where it is retained for several years. It is a source of 
beta radiation which damages the surrounding bone cells and bone marrow, 
causing bone tumours and malignant bone marrow changes. Strontium readily 
passes across the placental barrier and is also secreted in the milk. 

The biological pathway of strontium closely follows that of calcium. There- 
fore, sources of dietary calcium are also sources of strontium-90. It is removed 
from the blood and is deposited in bone, following a similar metabolic pathway 
of skeletal deposition and resorption to that of calcium. It is incorporated into 
the mineral phase of the bone by the displacement of calcium. The rates of 
skeletal growth and calcium deposition are greatest in early infancy and in the 
age group 8-18 years (1). Because of the closely parallel metabolic behaviour 
between strontium and calcium, it is likely that the greatest strontium-90 accu- 
mulation in the bones occurs during this period. Hamilton (2) has demonstrated, 
in experimental animals, that the skeleton is able to accumulate up to 60% of 
the strontium administered, depending on the age of the animal and the mode of 
exhibition. Special attention should, therefore, be given to the type of milk taken 
by infants, who are more sensitive to radiation damage than adults, because of 
their more immature tissues, longer life expectancy, and rapid skeletal growth. 

A great deal of attention has been paid to the determination of strontium-90 
in cows’ milk, but so far little has been done on that important potential reser- 
voir of infant nutriment—mothers’ milk. The present study concerns the deter- 
mination of strontium-90 activity in human milk, collected over a nine-month 
period in the Toronto area. 


METHOD 
Milk collection was begun in October 1960. C ollection stations were set up 
in six participating Toronto hospitals, where the milk was pooled and kept 


1Department of Physiological Hygiene, School of Hygiene, University of Toronto, 
Toronto, Ont. 
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frozen until the time of analysis. Initially 500 ml. aliquots were used for each 
determination, but were later increased to 2,000 ml. because of the relatively 
low strontium-90 activity in human milk. Radiochemical determinations of 
strontium-90 were carried out on each sample, using the method of Grummit 
and Milton (3). Calcium determinations were carried out on 2 ml. aliquots of 
the milk leachate by the Clark and Collip modification of the Kramer and Tisdall 
method (4, 5). Strontium-90 levels in cows’ milk show seasonal variations and 
because mothers derive 80% of their radiostrontium from dairy products, care 
was taken to include fall, winter and spring samples. 
RESULTS 

Table I shows the result of ten consecutive determinations of strontium-90 
and calcium in human milk. Because of the interaction between strontium and 
calcium the effective dose of strontium-90 is determined by the ratio of strontium- 
90 to calcium and not by the level of strontium-90 alone. The ratio of strontium- 
90 to calcium is conveniently expressed in terms of micro-micro curies (uuc) 
of strontium-90 per gram of calcium, and is often referred to as the “Strontium 


Unit” (S.U.). It should be noted that each sample represents pooled milk con- 
tributed by several healthy mothers. 


TABLE I—StrontitmM-90 AND CALCIUM IN HUMAN MILK 
Sample Sr-90 puc/gm. 


No. Date Sr-90 puc LL Ca.mg./L. GatS.t).) 


I Oct. 1960 0.508 191.4 


I] Nov. 1960 1.053 196.6 


HI Jan. 1961 0.958 220.1 

IV Feb. 1961 310 233.8 

V Mar. 1961 786 274.0 

V1 Apr. 1961 366 311.5 
Vil Apr. 1961 354 
May 1961 445 

IX June 1961 780 314.5 


x June 1961 287 251.6 


Table If gives a comparison between the levels of strontium-90 in human 
milk and cows’ milk recorded over the same period of time. The data for the 
cows’ milk have been obtained from samples originating in the London, Walker- 
ton and Ottawa areas (6), collected from October 1960 to March 1961, and 
from the Hamilton area in January and February 1961. The mean value for the 
strontium-90 activity in these samples was 5.00 S.U. with a range of 3.6 to 
6.9 $.U. 

In the human milk samples the mean strontium-90 activity for the ten pooled 
samples was 3.18 S.U. with a range of 1.14 to 5.60 S.U. Comparative data for 
levels of human milk strontium-90 activity are not readily available. The values 
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TABLE II 








LEVELS OF SrR-90 puc/GM.Ca. (S.U.) IN HUMAN MILK SAMPLES AND IN 
Cows’ MILK OVER THE SAME PERIOD OF TIME 






Mothers’ milk 


Type of milk Average Range cows’ milk 

















Mothers’ (Toronto) 3.18 1. 14-5.60 
Canadian* 0.64 
Ottawa 

Cows’* «London 


| Walkerton 


9.20 +.0-6.8 













aon Mothers’ milk 
Boston area Cows’ milk 0.37 
(range 0.22-1.5 
*Cows’ milk values were obtained from the Radiochemical laboratory, Department of 
National Health and Welfare, Ottawa (6). 
**U.S. values were obtained from the United States Atomic Energy Commission HASL-42 
Environmental contamination from weapon tests, October 1958 (7). 


for the Boston area, as given in the United States Atomic Energy Commission 
H.A.S.L. handbook (7), have been included for comparative purposes (7). 
This source gives the ratio between S.U. values for human milk and cows’ milk 
as 0.37 with a range of 0.22-1.5. 










Discussion 


The somewhat lower levels of strontium-90 in human milk, when compared 
with cows’ milk, can be explained by the different pathways followed prior to 
its secretion in the milk. Strontium-90 is deposited into the biosphere by the 
detonation of nuclear devices (8). The fission products accumulate in the 
troposphere, from where they are washed into the earth mostly by precipitation, 
and are deposited and incorporated into the foliage. Grazing animals are, there- 
fore, the first “consumers”. Human beings obtain strontium-90 from both 
animal and plant sources, thus their level of strontium-90 ingestion has been 
modified by at least one or more intermediary steps. This may possibly account 
for the lower level of strontium-90 activity in human milk. 

It is a well known fact that there is a discriminative process against strontium 
in favour of calcium during its passage along the biological chain. Menzel (9) 
has found that calcium is more readily transferred from soil to plants by a factor 
of 1.4, than is strontium. Alexander and Nusbaum (10) state that the passage 
of calcium from fodder to cows’ milk occurs seven times more rapidly than the 
transfer of strontium. Comar et al. (11) have demonstrated that in man preferen- 
tial absorption of calcium to strontium occurs in the intestinal tract by a factor 
of two. The uriniferous tubules also discriminate against strontium. Harrison 
et al. (12) have shown that the renal clearance of strontium is at least three 
times that of calcium. Singer et al. (13) have shown that the strontium burden 
may be further reduced by its relatively greater excretion in the bile compared 
with that of calcium. Cragle and Demott (14) have reported that there is a 
greater excretion of calcium than strontium in the milk, calcium being trans- 
ferred from blood to milk three times more effectively than strontium. It is quite 
possible that the human female also discriminates against strontium in favor of 
calcium when secreting milk. The value of the discrimination factor is not yet 
known, but appears to be somewhat greater than that in cows. 






















466 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 52 


The infant is born today with a heritage of strontium-90 in his bones. 
Widdowson et al. (15) have demonstrated that infants excrete more strontium 
when breast fed than when taking cows’ milk preparations. In fact they are in a 
state of negative strontium balance. This they attribute to the lower concentra- 
tions of phosphorus in human milk, which induces the excretion of strontium 
already present in the bones. 

Although it is unlikely that the strontium-90 burden in the human adult can be 
reduced (16) serious attempts should be made to reduce the dietary source in 
infants and young children. It is, therefore, considered desirable to undertake 
the regular assaying of human milk over a period of time, and should such a 
study show that human milk remains consistently lower in strontium-90/calcium 


ratio than cows’ milk, an additional argument in favour of breast feeding will 
have been advanced. 
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A Review of the Effectiveness of 
Salk Vaccine in Alberta 
With Special Reference to the Outbreak 
of Poliomyelitis in 1960’ 


E. S. O. SMITH,’ M.B., D.P.H. 


¢IGHT years have now elapsed since Alberta, in common with many other 
parts of Canada, experienced the most severe epidemic of poliomyelitis in 
its history. It was not until the following year, 1954, that the province had an 
opportunity to participate in the field trial of poliomyelitis vaccine, under the 
auspices of the National Foundation for Infantile Paralysis. In April 1955 the 
trial was pronounced a success, and shortly afterwards Salk vaccine began to 
trickle through from the Connaught Laboratories in Toronto to a grateful, battle- 
scarred Canadian public. 

In fairness both to Jonas E. Salk and to those who collaborated with Thomas 
Francis Jr. (1) at the Poliomyelitis Vaccine Evaluation Center in Ann Arbor, it 
should be emphasized here that it was never claimed that Salk Vaccine was 
100% effective. The vaccine used in the field trial was found to be 60 to 70% 
effective in the prevention of paralytic poliomyelitis due to type I virus, and 
90% or more effective against paralytic poliomyelitis due to type II or type III 
virus. On this basis the overall effectiveness of the vaccine against paralytic 
poliomyelitis was modestly estimated at 80 to 90%. 

The influence of Salk vaccine upon poliomyelitis in Canada has been expertly 
described by Lossing (2), Kubryk (3, 4) and others. As a prelude to assessing 
its effect in Alberta, I shall first review briefly some trends in morbidity and 
mortality, and then present the salient features of the poliomyelitis outbreak 
which struck the province in 1960. 


Morbidity and Mortality Trends 


The trends in morbidity and mortality due to poliomyelitis in Alberta are 
summarized for the last ten years in table I. For convenience in relation to 
subsequent discussion, separate totals have been shown for 1951-55 and 1956— 
60. Until the beginning of 1959, cases of aseptic meningitis were reported as 
non-paralytic poliomyelitis. It is now recognized that some of these may have 
been cases of Coxsackie disease or of infection due to an ECHO virus. For the 
sake of consistency, therefore, and although I am concerned primarily with a 
study of poliomyelitis, proven Coxsackie and ECHO virus infections have not 
been excluded from the aseptic meningitis figures. 


1Presented at the annual meeting, Canadian Public Health Association, Regina, Sas- 
katchewan, June 6-8, 1961. 


“Director of Local Health Services, Department of Public Health, Edmonton Alberta. 
467 





CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 52 


rABLE I—Morsipiry AND MortaLity TRENDS IN PARALYTIC POLIOMYELITIS 
AND AsEpTIC MENINGITIS OVER A TEN-YEAR PERIOD 


Paralytic Poliomyelitis Aseptic Meningitis 


Morbidity Mortality Morbidity 
Number Rate per Number Rate per Number Rate per 
Year Population of Cases 100,000 of Deaths 100,000 of Cases 100,000 


1951 939,000 50 5.32 2 21 34 3.62 
1952 970,000 582* 60.00 81 35 192* 19.79 
1953 1,002,000 1,052* 104.99 109 .88 347* 34.63 
1954 1,039,000 221 21.27 dl 2.98 329 31.67 
1955 1,066,000 125 11.73 75 119 11.16 


Total 
or 1,003,200 2,030 40.47 2 4.61 1,021 20. 3é 
Mean 


1956 1,123,000 39 3.47 ‘ .27 40 
1957 1,160,000 34 2.9: ) 52 31 
1958 1,201,000 22 1.83 08 15 
1959 1,243,000 84 6.76 : 05 32 
1960 1,283,000 201 15.67 ‘ 94 75 


owe ow) 


Potal 
or 1,202,000 380 6.32 Be .58 193 3.3 
Mean 


*Estimated figures based on the ratio of paralytic to non-paralytic cases in an unpublished 
survey of 1,437 cases of poliomyelitis in Alberta undertaken in 1954. 


The table shows a very rapid drop in both the morbidity and mortality of 
paralytic poliomyelitis after the peak of 1953, and a more gradual decline in 
the incidence of aseptic meningitis. In each of the columns the figure for 1958 is 
a minimum. An upward trend in 1959 is seen to continue into 1960 in relation 
to morbidity, but not in relation to mortality. 


The 1960 Outbreak 


In 1960 Alberta had 201 reported cases of paralytic poliomyelitis. Type I 
virus was isolated from 88 of these, and type III virus from 39; in the remaining 
74 cases, virus culture was either negative or not attempted. In addition there 
were 75 cases of aseptic meningitis, of which 11 were due to poliovirus type I, 
6 were due to poliovirus type III, 8 were due to Coxsackie virus (three type 
A9 and five type BS), 3 were due to ECHO virus (one type 11 and two type 
20), and 47 were of unknown aetiology. Two of the cases of Coxsackie disease 
were associated with a degree of residual paralysis, amounting to minor involv- 
ment in a type BS case and significant disability in a type A9 case. 

Tables IIA and IIB show the monthly incidence of paralytic poliomyelitis 
and aseptic meningitis in relation to their aetiology. If the cases from whom 
poliovirus types I and III were successfully isolated are representative of their 

a whole, it is evident, particularly 
from table HA, that the outbreak consisted of two distinct waves superimposed 
upon each other—a major wave of type I infections starting gradually in 
May and persisting until November, and a minor wave of type III infections, 
of approximately half the amplitude, extending from July to December. 

Tables HIA and IIIB show the age and sex distribution of paralytic polio- 
myelitis and aseptic meningitis cases, also in relation to their aetiology. Among 
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TABLE I1A—MontTHiy INCIDENCE OF PARALYTIC POLIOMYELITIS IN 
RELATION TO AETIOLOGY 


Month of Onset 
Aetiology Jan. Feb. Mar. Apr. May Jun. Jul. Aug. Sep. Oct. Nov. 
Polio | ; q ; 7 ; 16 x 24 10 
Polio III 14 10 
Unknown i : : : 1: 2: 16 9 
Total 5 : § § 2¢ 51 54 29 


TABLE IIB—Montuiy INCIDENCE OF ASEPTIC MENINGITIS IN 
RELATION TO AETIOLOGY 


Month of Onset 


Aetiology Jan. Feb. Mar. Apr. May Jun. Jul. Aug. Sep. Oct. Nov. Total 


Polio | | 
Polio III 
Coxsackie 
ECHO 


Unknown 


Total 


TABLE IITA—AGE AaNnpb SEX DISTRIBUTION OF PARALYTIC POLIOMYELITIS 
CASES IN RELATION TO AETIOLOGY 


Aetiology Polio | Polio IIl Unknown Potal 


=“ 


Age Group! : T M F F = I F 


=e 


Under 1 
1-4 
5-9 
10-14 
15-19 
20-39 
10-59 
60+ 


lotal 


= 


now .. 
wKwoukeonw 


won Oom= 


— OS Ud 


x 
Ph 


TABLE IIITB—AGE AND SEX DISTRIBUTION OF ASEPTIC MENINGITIS 
CasEs IN RELATION TO AETIOLOGY 


\etiology Polio | Polio III Coxsackie ECHO Unknown Fotal 
\geGroup M F T 1! F a a ae ae 


Under 1 
1-4 
5-9 
10-14 
15-19 
20-39 
10-59 
604 


Total 
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the cases of paralytic poliomyelitis, the 1 to 4 years age group was the most 
seriously affected, accounting for 31.8% of the total; the 5 to 9 years age group 
was the second largest, with 24.4% of the total, followed by the 20 to 39 years 
age group, with 20.9%. I think it is also noteworthy, however, that 5.0% of the 
cases occurred in infants under 1 year of age. Males were predominant among 
paralytic poliomyelitis cases due to both type I and type III virus and also in 
the overall total, but not among those of unknown aetiology. Among the aseptic 
meningitis cases, those due to poliovirus showed a similar age distribution to 
that of the paralytic cases, but the sexes were equally divided; the distribution 
of cases of unknown aetiology, however, was similar to the overall distribution 
of paralytic poliomyelitis cases in respect of both age and sex. Cases of Coxsackie 
disease were most numerous in the 20 to 39 years age group. Both Coxsackie 
and ECHO viruses showed a strong predilection for males. 

In considering vaccination status, I shall confine my attention to paralytic 
poliomyelitis and to those cases of aseptic meningitis from whom a poliovirus 
was isolated. Tables IVA and IVB show the vaccination status of these groups 
in relation to age. Very nearly half the cases in each group were persons who 
had never received a single dose of Salk vaccine, and more than half the cases 
in each group were persons who had never received a full course of three 
inoculations. However, there remains in each of the groups a substantial propor- 
tion of individuals who developed either paralytic or non-paralytic poliomyelitis 
in spite of having received three or more doses of vaccine. 

I have not yet mentioned the deaths in this outbreak, the number of which 
was 12. To see them in their proper perspective, however, I think it is important 
to remember that paralytic poliomyelitis is not the kind of disease from which 
a patient either recovers or dies; the end-result for those who do not die can 
range from one extreme to the other, from complete recovery to a living death. 
In tables V and VI, therefore, | have included death under the heading of clinical 
status after 60 days or more. Table V shows the clinical status of paralytic polio- 
myelitis cases in relation to their age group, and indicates a steady increase in the 
case fatality rate with each succeeding age group (except the 10 to 14 years age 
group, in which there was no fatality). Table VI shows the clinical status of 
paralytic poliomyelitis cases in relation to their vaccination status; from this it 
is observed that more than half the deaths occurred in persons who had never 
received any vaccine, and more than 80% in persons who had failed to com- 
plete a course of three doses. 


Assessment of Effectiveness of Salk Vaccine 

In assessing the effectiveness of Salk vaccine, I shall first refer to table I. A 
comparison of the corresponding totals for the two five-year periods indicates 
that, between 1951-55 and 1956-60, there was a reduction of 84.4% in the mean 
morbidity rate of paralytic poliomyelitis, a reduction of 87.4% in the mean 
mortality rate of poliomyelitis, and a reduction of 84.2% in the mean morbidity 
rate of aseptic meningitis. These findings are comparable to those recently 
reported by Rindge (5) in a similar study of poliomyelitis in Connecticut. The 
point of the comparison lies in the fact that 1956 was the first full year of the 
province’s regular immunization program, so that the reductions are very closely 
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IVA—AGE DISTRIBUTION AND VACCINATION STATUS OF PARALYTIC 
POLIOMYELITIS CASES OCCURRING IN 1960 


Number of Doses of Salk Vaccine 
Number — - Se - 
Age Group of Cases 0 l 2 3 4— 


Under 1 10 9 l ez a _ 
1-4 64 27 3 6 26 2 
5-9 49 20 2 5 21 1 
10-14 17 ! 1 ; 2 
15-19 12 7 - - 5 — 
20-39 42 30 l 4 7 — 
40-59 6 4 l — 1 — 
60+ l 1 - ie 

Total 201 99 8 16 73 5 











TABLE IVB—AGE DIstTRIBUTION AND VACCINATION STATUS OF ASEPTIC 
MENINGITIS CasEs DUE TO POLIOVIRUS OCCURRING IN 1960 


Number of Doses of Salk Vaccine 
Number = : : cas — 





Age Group of Cases 0 1 2 3 4+ 
Under 1 - ~ 
1-4 5 3 2 

5-9 6 2 l 3 - 
10-14 2 2 

15-19 1 l 
20-39 2 l l _ 
40-59 l ] 
60+ — 


Total 















TABLE V—CLInIcAL Status OF PARALYTIC POLIOMYELITIS CASES 


IN RELATION TO AGE GrRoUP 





Age Group 







Clinical Status After 
60 Days or More Under 1 1-4 


or 


9 10-14 15-19 20-39 40-59 60+ Total 












Complete Recovery 2 16 7 3 ! 6 l 39 
Minor Involvement z 20 16 7 l 11 2 50 
Significant Disability 5 22 Is 3 2 10 60 
Severe Disability l 4 6 4 t Ll l 31 
Death 2 2 ] t 2 l 12 










Total 10 64 9 7 12 





TABLE VI—CLINICAL Status OF PARALYTIC POLIOMYELITIS CASES 


IN RELATION TO VACCINATION STATUS 





Vaccination Status 







Clinical Status After Number 
60 Days or More of Cases 0 l 2 3 $+ 













Complete Recovery 39 12 2 2 23 
Minor Involvement 5Y 24 l 7 24 3 
Significant Disability 60 36 3 3 17 | 
Severe Disability 31 20 l 2 7 l 
Death 12 7 l 2 2 








Total 201 
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associated with the introduction of Salk vaccine. Since the comparison is based 
on five-year periods, and since the differences compared to their standard errors 
show a remarkably high degree of statistical significance (P<0.01), I believe 
that the improvement can be validly attributed to the vaccine. 

Table VI enables us to compare the case fatality rates of paralytic polio- 
myelitis cases with and without a history of complete immunization. Among 123 
patients who had received either no vaccine at all or, at the most, only one or two 
doses, there were 10 fatalities, giving a case fatality rate of 8.1%, while among 
78 patients who had received three or more doses of vaccine, there were only 
2 fatalities, giving a case fatality rate of 2.6%. From the strict viewpoint of the 
statistician, the difference between these fatality rates is just not quite large 
enough, in relation to the sizes of the samples, to be called significant, but one 
is strongly tempted to infer that, if the cases had been slightly more numerous, 
the conditions necessary for statistical significance might easily have been ful- 
filled. 
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FIGURE 1—DIsTRIBUTION BY CLINICAL STATUS OF UNIMMUNIZED AND 
PARTIALLY IMMUNIZED CASES OF PARALYTIC POLIOMYELITIS 
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FIGURE 2—DISTRIBUTION BY CLINICAL STATUS OF FULLY IMMUNIZED 
Cases OF PARALYTIC POLIOMYELITIS 













The patients with a history of no vaccination are bunched, in so far as their 
clinical status is concerned, around the significant disability level, while those 
with a history of three inoculations are bunched around the minor involvement 
level. The partially immunized groups reflect the transition from one pattern of 
distribution to the other. This trend can be conveniently summarized by again 
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combining the unimmunized with the partially immunized and comparing them 
with the fully immunized. Figure | illustrates the distribution of unimmunized 
and partially immunized cases in the general pattern of a normal curve with its 
peak at the significant disability level, while figure 2 illustrates the distribution of 
fully immunized cases in the pattern of a skew curve with its peak at the minor 
involvement level. By applying the x” test to the consolidated frequency distribu- 
tions which are here represented, it can be shown that the difference which I have 
described is most unlikely to have occurred by chance (P<0.01). The inference 
is drawn that a course of Salk vaccine has a significant influence in mitigating the 
severity of paralytic poliomyelitis. 


SUMMARY AND CONCLUSIONS 


From a review of Alberta’s figures for paralytic poliomyelitis and aseptic 
meningitis during the last ten years, | have drawn the conclusion that Salk 
vaccine has reduced the morbidity rates of both paralytic poliomyelitis and 
aseptic meningitis by more than 84%, and the mortality rate of poliomyelitis by 
more than 87%. 

From a study of the vaccination status of Alberta’s 1960 cases of paralytic 
poliomyelitis, | have demonstrated a case fatality rate of 2.6% among fully 
immunized cases, compared with a case fatality rate of 8.1% among unim- 
munized or partially immunized cases, and have indicated that the difference 
comes very close to being statistically significant. I have also traced a change 
in the pattern of the clinical status which appears to result from vaccination, 
and I have concluded that the vaccine has a very definite tendency to modify the 
severity of residual paralysis. 

I think we should remember that immunity is always a relative quality, never 
absolute. Against smallpox, diphtheria and tetanus we have antigens which are 
virtually 100% effective, while against pertussis we have a vaccine which prob- 
ably provides, at best, only 60 to 70% protection. I am convinced that we have 
in Salk vaccine a weapon against poliomyelitis which measures up well to its 
claim of 80 to 90% effectiveness. Alberta has good reason to be thankful that 
her people did not have to face 1960 without the immunity conferred by her 
vaccination program during the previous five years. 
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Report Writing’ 


J.O. TURNER? 


OMMUNICATION depends upon the use of a common body of signs, 
signals, sounds—a common language. The more complex the ideas to be 
communicated, the more necessary an efficient use of language. 

Modern civilization is becoming more and more dependent upon efficient 
communication. Laws and governmental regulations will only be sound if based, 
in the first place, upon sound information. In the welfare state the government 
has an ever-increasing need of sound information, and in turn must provide the 
electorate with equally sound information. We all realize, I think, that in 
government departments and in business somebody is always wanting a report 
on something, and there can easily be—especially in government—too many 
forms to be filled out, too many reports. 

One very important aspect of report writing, therefore, is the careful planning 
of the report traffic: the flow of reports up to superior officers, of directions and 
decisions down to agents, and of various information across from branch to 
branch. Inefficient reporting traffic leads to red tape and confusion, which in 
turn impairs the efficiency of operations and costs time and money. Another 
aspect of reporting is the design of report forms themselves; here again much 
time and money can be saved by careful planning. The more complex the 
organization, the more frequent should there be a careful review of report 
traffic and report design. 

Here we shall not concern ourselves with the routing of reports, the designing 
of report forms, or the writing of the sort of reports which simply involve filling 
in blanks with figures. We shall, on the other hand, examine briefly some of the 
more important aspects of report writing as a special application of the use of 
the English language. The fundamental processes involved at all stages are 
CLEAR THINKING, CAREFUL ORGANIZATION, and EFFECTIVE WRITING. Keeping 
these in mind, let us examine the various steps involved in the usual procedure 
of writing reports. This is not to be taken as a rigid prescription of procedure, 
but only as a suggestion for study and for variation to suit individual 
circumstances. 


WHAT Is A REPORT? 

A report may be defined as any communication aimed primarily at conveying 
facts or generalizations purportedly based on facts. A report can, of course, be 
oral. Here, however, we shall assume that the communication is to be made in 
writing and that it is of some length; that is, it involves more than filling in 
blanks or writing just a few sentences, and is, indeed, a long, formal report. 

!Presented at the Ninth Annual Institute for Sanitary Inspectors, Winnipeg, Man. 

“Professor of English, University of Manitoba, Winnipeg. 
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TYPICAL PROCEDURE 


1. Analyze the problem to determine what material the report must contain, 
keeping in mind the purpose of the report and the nature of the reader to whom 
it is directed. Is the purpose of the report merely to collect information, and will 
it therefore consist chiefly of facts and summary? Or is it to be an investigation, 
involving not only the facts but conclusions based on the facts, and perhaps even 
recommendations for action? What is to be the scope of the report? How far 
afield is the reporter to go? How much time and money has he at his disposal? 

Above all, it is most important to consider the reader. Keep him in mind at 
all times, but especially at the beginning note that the nature of the reader may 
affect the whole planning of the report. How valuable is his time? Must the 
report be summarized “on one side of one piece of paper”? How familiar is he 
with the subject? Must technical terms be avoided or explained? Has he any 
special tastes with respect to language or form? Is he far away, in which case 
more supporting data may be needed than if he is in the next office and can call 
the reporter in for further information? These and other matters are very 
important. In many cases, of course, reports are directed not at an individual but 
at a group, perhaps a large group, in which case the reporter needs to give 
careful consideration to the nature of the group and to the ways in which he can 
supply the varying needs of members of the group. 


2. Make a rough, tentative outline. This will vary in accordance with your 
findings in step one. But for a long, formal report, we might consider the 
following as a typical pattern: title page, prefatory material, table of contents, 
introduction, developing sections, conclusion and appendix. 

In the early stages, we shall be concerned chiefly with the developing sections. 
How are we going to group and develop the evidence which will make up the 
body of the report? Our notions of this plan will probably evolve as we collect 
the evidence, but it is well to start out with at least a tentative plan. 


3. Gather the necessary information from appropriate sources, and analyze it 
to determine its significance. Three obvious questions come to mind: (1) What 
are we looking for? (2) Where do we look? and (3) What do we do with what 
we find? 

Remember our definition of a report: “A communication of facts or generaliza- 
tions purportedly based upon facts.” And remember our general principle: CLEAR 
THINKING. 

We are looking for FAcTs. What are facts? As a rule, nothing should be 
classified as fact which is not generally accepted as such (e.g. “rules” of nature), 
and is therefore not generally debatable. In matters of science we think of facts 
as readily subject to verification by observation or experiment, and here we 
must be able to provide suitable verification. Written accounts of facts are 
classified as TESTIMONY. To be acceptable, testimony must be authoritative, 
unprejudiced, and honest. 

Where do we look for the facts? First we consult our own experience. What do 
we KNOW? What can we GUESS? We must check our guesses carefully. Second 
is observation: we go and see for ourselves. Third, we consult others. Fourth, 
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perhaps, we make experiments. And fifth—most valuable and important—is 
reading: we consult books and periodicals; we make full use of the library. 

What do we do with the evidence? First of all, we make records of it in the 
form of notes. This should be done accurately and systematically. Above all, a 
careful note should be made of the sources of our evidence. Sometimes evidence 
will be subjected to statistical investigation. 

In one way or another, it is frequently necessary to GENERALIZE from the facts. 
And here a knowledge of simple logic may be very valuable. For example, it is 
important to remember that a sufficient number of facts must be available to 
justify our conclusion; that the facts used must be typical and representative, not 
exceptional; and that, since the generalization formed is an attempt to explain 
the evidence, care must be taken that no other explanation or generalization is 
possible. 

After we have gathered the facts and made our generalizations, we must TEST 
OUR CONCLUSIONS. We must continually check in the light of new evidence, and 
even deliberately search for other explanations which might fit the facts. 

Gathering facts, making generalizations, testing conclusions—this is the 
process of logical thinking. There is, of course, much more to logic than this, 
and I recommend an investigation of at least the more elementary principles of 
formal logic. Above all, we must learn to distinguish between fact and opinion. 
And, particularly important, we must learn how to establish CAUSE-EFFECT 
relationships, remembering that the fact that two things happen at the same time 
or follow one another does not in itself establish that one is the cause of the 
other. A little study of formal logic provides us with techniques for assessing 
and establishing cause-effect relationships. 


4. Make a detailed outline. The material having been gathered and analyzed, 
it is now important to organize it into a convincing form. Here we may refer 
back to our typical pattern and note briefly how it may be varied to suit 
circumstances. 

The purpose of prefatory material is to answer the question “Why is this being 
done?” and it will vary from the simple From , To , Subject 
of a simple office memo or routine report, to an elaborate collection of cor- 
respondence which may accompany a lengthy formal report of an important 
investigation. 

Obviously, the development section of the report will do the telling; it will 
answer the question “What about it?” and will be organized in as clear, logical 
and convincing a manner as possible. 

The traditional and logical place for the development section is between the 
introduction and the conclusion, but modern business practice often dictates a 
change in this logical plan and the substitution of what might be called a psycho- 
logical pattern. Recognizing that many of the readers of a given report (and 
these frequently the most superior officers, whose time is valuable) want to 
know only “What this is about?” and “So what?”, it is common practice now to 
put the conclusions immediately after the introduction and leave the development 
details for later pages which will be read by those who want to examine the 
evidence. 
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The conclusion of a report of information will usually take the form of a 
summary; in a report of investigation there will be a statement of the conclusions 
arrived at, and possibly also a statement of recommendations. 

The final section of a formal report is the appendix, which will contain 
supplementary data not essential to the actual body of the report itself. 

In some reports there will also be a bibliography and possibly even an index, 
if the report is a long and important one likely to be in constant use. 

There are, of course, many other ways in which one may vary the form of the 
report. The important thing is to work out the plan which suits best the nature 
of the subject and the NEEDS OF THE READER. Generally speaking, one cannot be 
too careful in planning to tell the reader what he wants to know—or what one 
wants him to know—in a manner which will be convincing but will require as 
little as possible of his time. 


5. Plan the figures or tables that will be used, if such devices seem likely to 
be helpful. Not only are graphs, charts, and tables among the most effective 
ways of presenting factual material, they are often the first, if not the only, 
items of a report which many people read. 


6. Write the first draft. With our plan and our carefully arranged notes before 
us we must think again of the reader, and keeping him constantly in mind, write 
our report. It is not necessary to begin with the introduction; it is, in fact, more 
usual to begin with the development, sometimes even with the conclusions. We 
begin where we feel we can best write clearly and convincingly. This is not the 
time to worry about punctuation, spelling, etc. Now we must concentrate on 
communicating with our potential readers. If in doubt whether to include a 
given idea or not, at this stage we include it; we can always take it out later. We 
concentrate particularly on the subject and the reader. 

A word here about style. Since in business and industry reports concentrate 
on the presentation of facts and conclusions based on facts, it is logical in 
reporting to reduce the personal element to a minimum. Reports should usually 
be objective and impersonal; they are usually written in the third person and in 
the passive voice, though this is not a rigid rule and variety should be sought. 
Indeed there are occasions where the writer’s personal opinion or judgment is 
desired and should be expressed. On the whole, however, the style should be 
formal and objective. 


7. Revise into final form. Ideally, at least a few hours should elapse between 
writing and reading. In any event, revision should be based on a very critical 
reading of the text. In general, we should be trying our best to say what we want 
to say more clearly than we did the first time and in fewer words. At this stage, 
too, we check up on spelling, grammar, punctuation and so on, remembering 
that these are all aids to communication. Every sentence should be written so 
that its meaning can not be mistaken. We try to be both clear and concise. When 
in doubt, we consult a good dictionary and a good handbook of English grammar 
and composition. 


8. Care for final detail such as title page, prefatory material, final check of 
manuscript, and binding. These, again, will vary in accordance with the nature 
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of the report. But we should not neglect the very important matter of the over-all 
appearance of the report; the use of headings and sub-headings to make clear 
the organization of the material; the use of spacing and margins; the use of 
various typographical devices such as italics and black face. As a very minimum, 
even the simplest memo should be legible, and the longer the report the more 


care should be devoted to making it not only readable but attractive in 
appearance. 


Most COMMON FAULTS 


In conclusion, we may simply note briefly the most common faults which 
employers and officials find in the reports which come to them. 


1. Failure to engage the reader's interest. Matters of importance here include 
the general over-all appearance of the format and text of the report; the use of 
graphs and of suitable sub-headings; the statement of salient findings at the 
beginning to invite attention to the explanations which follow. 


2. Lack of organization. This is a result of careless or faulty planning. The 
writer has failed to determine accurately the point of view of those for whom 


the report is intended. Frequently, also, the writer has not presented his material 
in logical sequence. 


3. Incompleteness of material. Readers are most annoyed when they find that 
evidence is inaccurate or incomplete. 


4. Poor composition. This includes such faults as undue stress on matters of 
little importance, wordiness, uncertainty and inexactness of expression, lack of 


variety in vocabulary, use of jargon, and clumsy or monotonous sentence 
structure. 
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CORRECTION—October 1961 Journal 


Diphtheria—Foe Gone Underground—A Reminder 
H. Dillenberg, M.D. and P. Woodrow, M.D., D.P.H. 
It is regretted that on page 430 of the October 1961 issue an error appears 


in line 2. This line should read: “Since all 22 isolated strains belonged to type 
Gravis II, this cannot be clarified.” 


Staphylococcal Enzyme Lysed Soluble 
Vaccine 


LOUIS GREENBERG,’ Ph.D. and 
W. HARDING LE RICHE,? B.Sc., M.B., B.Ch., M.D.(Rand), M.P.H. 


HETHER hospital infections are more serious now, or more common than 

before the antimicrobial era, is a matter of controversy. What has changed 
now is the nature of these infections. In New York, Rogers (1) has recently 
compared 200 consecutive autopsy records for the period 1938-40, the era 
before the sulfonamides and antibiotics, with the modern era (1957-58). In 
1938-40, infections caused the deaths of 28.5% of patients subjected to autopsy, 
but of only 14% in 1957-58. “In the pre-antimicrobial period the majority of 
fatal infections were produced by pneumococci, streptococci, tubercle bacilli and 
staphylococci. These infections commonly arose in otherwise healthy persons 
in the outside community and were the direct cause of hospitalization. In 
contrast fatal infections observed in 1957-58 were commonly caused by gram- 
negative bacilli, staphylococci, viruses and fungi. During this period fatal 
infections commonly arose within the hospital patients already compromised 
by other serious diseases.” He points out “Contrary to general belief, fatal 
staphylococcal infections were not more common in the post-antimicrobial 
period. Antibacterial drugs appeared to select the microbial agents that could 
produce disease, but did not prevent infection from arising in patients with 
abnormal resistance to infection already hospitalized with other processes.” 
This places the staphylococcal problem in its proper perspective. It is still a 
problem, especially in hospitals. The infection is sometimes fatal, causes 
much pain and suffering, increases the patient’s stay in hospital and also 
causes illness among hospital staff. 

To combat this situation is is necessary for hospitals to develop highly 
efficient methods of cleaning and disinfecting wards, and to incorporate and 
enforce the use of proper aseptic techniques throughout the hospital. The 
use of an effective vaccine for both the prevention of staphylococcal infection 
and for the treatment of long standing or recurrent staphylococcal infections 
would also be extremely valuable for this purpose. Attempts to produce such 
an agent have been in progress for many years; of these, whole bacterial vac- 
cines, autogenous vaccines and toxoids are in use today. The results following 
their use have been, to say the least, controversial. 

It has been pointed out by Mudd (2) that there is a great deal of docu- 
mented clinical evidence for the use of “toxoid”. He cites the work of Ramon 


1Presented at the annual meeting of the Canadian Public Health Association held in 
Regina, Saskatchewan, June 6-8, 1961. 

2Laboratory of Hygiene, Department of National Health and Welfare, Ottawa, Canada. 

3$chool of Hygiene, University of Toronto, Toronto, Canada. 
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(3) and d’Antona (4) and states that “A body of experience, numbering 
many thousands of patients and reported as satisfactory, has been amassed, 
with the toxoid of the Connaught Laboratories of Toronto”. Mudd makes no 
attempt to analyze the above clinical reports but reports that “with few excep- 
tions, the clinical observers and their associates in the laboratory have been 
convinced of the benefits obtained in properly chosen cases with judiciously 
administered toxoid”. Other reports on the value of toxoid therapy have not 
been as encouraging as the above. Elek (5), reviewing the literature, points out 
that “in almost every reported series, general impressions of usefulness 
replace controlled trials, and more significantly all such series contain many 
failures”. Further, he cites a number of reports of trials with indifferent or 
disappointing results, which were dismissed by “toxoid” protagonists as being 
due to the result of using unsatisfactory preparations. All of this simply 
emphasizes the difficulties encountered in proving the value of any immunizing 
agent against staphylococcus infection. 

In our research in this field we have produced an enzyme-lysed soluble 
staphylococcal vaccine which we have called polyvalent somatic antigen (6, 7). 
The animal experiments with these preparations proved very successful and 
the immunization of human subjects was started. The difficulties encountered 
by others in producing good evidence for the value of their preparations in 
humans are now facing us. A number of studies have been started but the 
results are not yet available for review. A brief summary of our observations 
in experimental animals and in humans follows. 


STUDIES WITH EXPERIMENTAL ANIMALS 


To prove the value of our immunizing preparations, we developed a biological 
assay technique using rabbits and hamsters as the test animals. Details of the 
procedure used are described elsewhere (6) but, briefly, it involved the immuni- 
zation of animals with the vaccines and challenging them 14 days later with 
predetermined skin test doses of virulent Staphylococcus aureus. Using this 
procedure we eventually developed a polyvalent somatic antigen vaccine 
which will protect our animals completely against all of the challenge strains 
used—139 in all. An example of the results of a typical assay is shown in 
the photograph in Figure 1. Five animals are shown. Going from left to 
right, the first animal was immunized with staphylococcus toxoid, the second 
was our normal control, the third received a polyvalent bacterial vaccine, the 
fourth received polyvalent somatic antigen prepared from the same batch as 
the whole vaccine given to rabbit three, and the fifth received 20,000 units of 
staphylococcus antitoxin by intravenous injection two hours before the challenge. 
The immunized animals received their injections two weeks prior to challenge. 
All of the animals were challenged with the same 15 strains of Staphylococcus 
aureus. It will be noted that the toxoid gave very little protection to the rabbit 
in this experiment, the infected areas being almost identical in size and severity 
with those of the control. Greater protection was afforded by the whole bacterial 
vaccine, but this was not nearly as marked as that of the polyvalent somatic 
antigen which gave complete protection against all of the strains. The protec- 
tion afforded by the antitoxin is also of interest. The infected areas were very 
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Figure |. Rabbits 48 hours after challenge with 15 different strains of staphylococci. 
Numbering left to right, the animals were treated as follows: (1) Toxoid; (2) normal 
control untreated; (3) polyvalent bacterial vaccine; (4) polyvalent somatic antigen; (5) 
antitoxin. The toxoid and vaccines were given two weeks prior to challenge, the anti- 
toxin was administered 2 hours before the challenge. 


much reduced in size as compared to those in the other incompletely protected 
animals where a cellulitis type of infection with or without necrosis and pus 
formation occurred. The antitoxin did not give complete protection against 
the majority of challenge strains, but modified the infection markedly with 
all of the strains. 

In the course of our animal studies, we were rather interested to note that 
vaccines prepared from a single strain were able to protect against all of the 
challenge strains from the homologous phage group, but not against the 
majority of challenge strains from other phage groups. A number of experi- 
ments were carried out to study this phenomenon and the results of these will 
be seen in Table I. Vaccine prepared with phage type 80/81 (phage group I) 
protected against all of the 18 phage group I challenge strains, but protected 
against only two and three of 18 strains from phage groups II and III, 
respectively, against none of six strains from group IV, and one of 18 from 
the miscellaneous group and two of 10 from phage type KS6. Similarly, it will be 
noted that with the exception of the vaccine prepared from a KS6 strain the 
other monovalent vaccines protected against all of the challenge strains from 
their homologous group but gave little or no protection against strains from 
other groups. The vaccine from KS6 protected against all of the 10 challenge 
KS6 strains and against 25% or more of the challenge strains from all of the 
other groups except group IV, where it failed to protect against any of the 
six challenge strains. Of interest is the fact that PSA #6, which is a mixture 
of all the monovalent strains listed in the table, protected against all of the 
139 challenge strains including the 35 from the miscellaneous group, whereas 
the monovalent vaccines individually protected against very few of this latter 
group. 
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HUMAN FIELD TRIALS 


If humans were experimental animals or if they responded in the same way, 
our problems would be over. Unfortunately, this is not the case although 
there is a very small amount of circumstantial evidence indicating that the 
response in rabbits may resemble that in man. In our earlier studies, a mono- 
valent phage type 80/81 vaccine was used in two patients, one infected with 
phage types 187 (miscellaneous group) and 53/75 (group III) and the other 
with phage type 3C/55 (group II), and failed to bring about any improvement 
in the condition of these patients. The vaccine also failed to protect rabbits 
against challenge with these same strains. Subsequently, autogenous somatic 
antigen vaccines were prepared for these patients and marked improvement 
occurred in both cases following their use. It was on account of these results 
that we turned to the polyvalent form of somatic antigen vaccine. 

It is obvious that if this vaccine is to have a place in human immunization, or 
in the therapeutic use of infected patients, properly controlled human field 
trials will have to be carried out. A number of such studies have been planned. 

Two lines of procedure are being followed in order to study its use both 
as a preventive against staphylococcal infections and as a therapeutic for 
staphylococcal infections. Briefly, the following studies are now under way. 

In Toronto, one of us (H. le R.) in co-operation with Dr. Sepp, the hospital 
authorities, and the Atkinson School of Nursing, is carrying out a study on 
student nurse volunteers at the Toronto Western Hospital. The experiment is 
designed on a double blind basis and it is expected to run for at least three 
years with approximately 100 new first-year nurses each year. They will be 
followed for all types of illness and nasal swabs will be taken at intervals of six 
weeks to study changes in colonization by staphylococci and other organisms. 
A careful record will be kept of any soft tissue infection that may develop, and 
of any disease or infection of possible staphylococcal origin. So far, the nurses 
in both the control and experimental groups have been remarkably healthy. 

In this study, and in the others as well, the materials are administered both 
intradermally and intramuscularly on each occasion. Two sets of injections are 
given, spaced one month apart. The reactions have been mild. In a number of 
cases there was a marked erythematous response to the intradermal injection 
which reached a maximum at about 24 hours after the injection. This reaction 
has been as large as 2 X 3 in. on the flexor surface of the forearm. In this 
series the intradermal test is carried out on the right forearm, while the intra- 
muscular injection is given in the left deltoid. Most subjects have reported the 
intramuscular injection to be less painful than either T.A.B.T. or an anti- 
influenzal vaccine which had been administered a few months prior to our 
investigations. To date, the code has not been divulged so conceivably the 
reactions mentioned may have been due to the placebo. 

In addition, small therapeutic trials are being undertaken on patients suffer- 
ing from chronic staphylococcal infection. At present, this latter study is 
uncontrolled in that we are not using a placebo preparation for alternate 
patients. 

In Pullman, Washington, Dr. Ralph M. Buttermore, Director of the Student 
Health Service in the School of Veterinary Medicine of Washington State Univer- 
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sity, has been carrying out immunization studies with students using various 
staphylococcal vaccines. Non-vaccinated controls have been used in the series 
and all groups are being observed for staphylococcal infections. In March of this 
year, 119 persons were given polyvalent somatic antigen and 48 persons are 
serving as controls. The local reactions were variable. The zones of erythema 
varied from 2 to 6 or 8 cm. and some reported itching which lasted about one 
hour and soreness at the same site the following day. There was little intra- 
muscular soreness reported, and there were no cases of any fever, chills or 
malaise. The results of this study are not yet available. 

In Saint John, New Brunswick, Dr. Bird and Mr. Tracey of the Provincial 
Public Health Laboratories are working closely with local physicians, particu- 
larly Dr. J. McLean, in the treatment of long-standing staphylococcal infections. 
Because the results to date have been so encouraging, a controlled double blind 
study on the therapeutic value of the somatic antigen has been started. Two 
preparations, one the vaccine and the other a placebo, will be used on alternate 
patients. 

In Montreal, Dr. H. Rocke Robertson of the Montreal General Hospital is 
carrying out small therapeutic trials on selected cases of staphylococcal infections 
that have failed to respond to all other forms of treatment. The results following 
therapy with our vaccine have looked promising. This series is, however, uncon- 
trolled. Plans to carry out a large study on the protective value of this vaccine 
for nurses were abandoned when a review of hospital records showed that the 
rate of staphylococcal infections for student nurses was only 6%, and these 
without exception were minor in nature. 

Controlled therapeutic trials are being carried out at the Ford Hospital in 
Detroit under Dr. Clarence S. Livingood and Drs. Albert Kligman and Howard 
Maibach have undertaken a controlled trial on the protective value of the vaccine 
in Philadelphia, Pa. Details of the latter studies have not yet been made available 
to us. 

The vaccine is being used therapeutically in a number of other centers in 
Canada and the United States. The few reports that have been made available 
to us have all been encouraging but they are far from complete. It is evident 
that we still have a long way to go before we will have good evidence to prove 
or disprove the value of polyvalent somatic antigen as a therapeutic agent or as 
a preventive in human staphylococcal infections. 


Discussion and Summary 


Carefully controlled animal studies have shown clearly that the protection 
afforded by PSA #6 must of necessity be due to the development of antibacterial 
immunity. Following immunization, a marked rise in agglutinins occurs, but in 
no instance has there been a rise in antitoxin titre. This has been demonstrated 
with rabbits, hamsters, humans (7) and cattle (unpublished data). Similarly, 
but with more limited data we have not been able to detect rises in the levels of 
either antileucocidin or anticoagulase. 

Notwithstanding its failure to bring about rises in the levels of antitoxin, anti- 
leucocidin and anticoagulase, the vaccine has been able to protect against skin 
test challenge with all our 139 strains of Staphylococcus aureus, representative 









November 1961 STAPHYLOCOCCAL ENZYME LYSED VACCINE 485 


of all of the known phage groups, and against lethal challenge with 15 strains— 
all that we have been able to test to date. On the other hand, the vaccine failed 
to protect rabbits against challenge with purified staphylococcus alpha toxin 
indicating that it (the vaccine) has no aniitoxic activity. 

There is evidence that in rabbits, staphylococcal antitoxin can modify 
staphylococcal infections markedly, but in many instances it will not prevent an 
infection. There is also some evidence (2, 7) that toxoids may contain somatic 
antigens whose presence might enhance immunity. 

One of the difficulties in producing a satisfactory immunizing agent against 
staphylococcus is the fact that there are so many different pathogenic strains. 
It is possible that while some vaccines may produce immunity to a number of 
strains they may not be effective against others—a factor which has done much 
to discredit their use. In our animal studies, we have shown the limitations of 
vaccines prepared from single strains. A polyvalent preparation had to be used 
to give protection against all of the challenge strains. 

Our studies with animals have yielded convincing evidence as to the value of 
our vaccine for protecting experimental animals against staphylococcal infection. 
There is still a great deal to be done, however, before we prove its value for 
humans. There is, unfortunately, no known laboratory test indicative of 
immunity in humans. Our attempts to develop such a test have been unsuc- 
cessful to date, and there are no skin tests (i.e. as for diphtheria) which 
are of use in this regard. The only solution is to carry out controlled studies in 
humans. A number of such studies have been started and a few interim reports 
with encouraging results have been received. It may take a long time, however, 
to complete these studies. 
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THE ROYAL COMMISSION ON HEALTH SERVICES 
COMMENCES ITS WORK 


N September 27 and 28 the first public hearing of the Royal Commission on 
Health Services was held in Ottawa. Interested organizations and individuals 
were invited to attend and to outline their views of the principles which should 
guide the Commission’s inquiry and of particular areas of the health services field 
which should be studied. 
In his opening statement to those present, the Chairman of the Royal Com- 


mission, the Honourable Emmett M. Hall, made clear the intention of his col- 
leagues and himself to carry out, to the best of their abilities, the objectives set 
in their wide terms of reference: “To inquire into and report upon the existing 
facilities and the future need for health services for the people of Canada and the 
resources to provide such services and to recommend such measures, consistent 
with the constitutional division of legislative powers in Canada, as the Commis- 
sioners believe will ensure that the best possible health care is available to all 
Canadians.” Public hearings are to be held in every province, beginning in 
Halifax at the end of October and ending in Ontario and Quebec in mid-May of 
1962. A final public hearing will be held in Ottawa to allow the submission of 
supplementary briefs. In addition, a research and technical staff has been retained 
to carry Out specific studies directly and to commission other studies from 
qualified outside experts. 

We in public health heartily endorse the stated objectives of the Royal Com- 
mission on Health Services and commend the thoroughness of the means being 
undertaken to fulfil them. We also recognize and accept the obligation placed 
on us to assist this task as best we can. 

The preliminary statement of the Canadian Public Health Association which 
was presented at the hearing on September 27 is published in this issue. The 
committee appointed by the Executive Committee to prepare our brief will 
keep in close consultation with the provincial associations and warmly welcomes 
comments and suggestions which will assist in its work. In this issue also is pub- 
lished the statement of the School of Hygiene, University of Toronto, and it 
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is the desire of the Journal to publish statements of other postgraduate schools 
and public health agencies. 

No more important task has ever confronted the Canadian Public Health 
Association. No more important responsibilities have ever been assigned to a 
Royal Commission. We wish them well. 


J.E.F.H. 


THE APPOINTMENT OF THE ROYAL COMMISSION 
ON HEALTH SERVICES 


HE Royal Commission was established on the recommendation of the Prime 
Minister, under Order in Council P.C. 1961-883 on June 20, 1961 


THE TERMS OF REFERENCE: 


(a) 


(b) 
(c) 


(d) 
(e) 


(f) 
(g) 


(h) 


The existing facilities and methods for providing personal health services 
including prevention, diagnosis, treatment and rehabilitation. 

Methods of improving such existing health services. 

The correlation of any new or improved program with existing services with 
a view to providing improved health services. 

The present and future requirements of personnel to provide health services. 
Methods of providing adequate personnel with the best possible training and 
qualifications for such services. 

The present physical facilities and the future requirements for the provision 
of adequate health services. 

The estimated cost of health services now being rendered to Canadians, with 
projected costs of any changes that may be recommended for the extension 
of existing programs or for any new programs suggested. 

The methods of financing health care services as presently sponsored by 
management, labour, professional associations, insurance companies or in any 
other manner. 


(i) The methods of financing any new or extended programs which may be 


recommended. 


(j) The relationship of existing and any recommended health care programs with 


(k) 


medical research and the means of encouraging a high rate of scientific 
development in the field of medicine in Canada. 

The feasibility and desirability of priorities in the development of health care 
services. 


(1) Such other matters as the Commissioners deem appropriate for the improve- 


ment of health services to all Canadians. 


THE COMMISSIONERS: 


Chief Justice Emmet M. Hall, Regina, Saskatchewan, (Chairman); 
Miss Alice Girard, R.N., Montreal, Quebec; 

Dr. David M. Baltzan, Saskatoon, Saskatchewan; 

Professor O. J. Firestone, Ottawa, Ontario; 

Mr. M. Wallace McCutcheon, Toronto, Ontario; 

Dr. C. L. Strachan, London, Ontario; 

Dr. Arthur F. Van Wart, Fredericton, New Brunswick. 


The presentations of tic Canadian Public Health Association and of the 
School of Hygiene, University of Toronto, are presented in the following pages 
of this issue. 
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STATEMENT OF THE CANADIAN PUBLIC HEALTH ASSOCIATION 
FOR CONSIDERATION BY THE ROYAL COMMISSION ON 
HEALTH SERVICES 


PRESENTED AT THE PRELIMINARY HEARING IN OTTAWA, SEPTEMBER 27 


HE Canadian Public Health Associa- 

tion is a national organization with 
eight provincial branches or affiliated as- 
sociations. For over fifty years, it has 
been concerned with the conservation 
and improvement of the health of the 
people of Canada. Its members belong to 
all the disciplines concerned with the 
health of the people of Canada and in- 
clude physicians, dentists, veterinarians, 
engineers, laboratory scientists, nurses, 
Statisticians, health educators, sanitary 


inspectors and others. Among its mem- 
bers it numbers persons engaged in offi- 
cial health agencies at all levels of gov- 
ernment, as well as professional and tech- 
nical persons who are engaged in the 
broad area of health services, plus a num- 


ber of interested lay people who are con- 
cerned with the general health and well- 
being of the public. In 1960, the Govern- 
ment of Canada granted it a new Charter 
which states: “The objects of the Associa- 
tion shall be the development and diffu- 
sion throughout Canada of the knowledge 
of public health and preventive medicine 
and all other matters and things apper- 
taining thereto, or connected therewith.” 

This broad definition is in keeping 
with the changing concepts of public 
health. During the lifetime of the Asso- 
ciation great progress has been made in 
the traditional areas of public health such 
as the control of communicable diseases 
and the management of a sanitary en- 
vironment. The Association feels that it 
has a much wider interest than the areas 
usually associated with public health and 
that it has a vital interest in all matters 
which concern the health of the people 
of Canada including prevention, treat- 
ment and rehabilitation. 

It is obvious that a primary concern 
of each of our citizens should be to main- 
tain the highest possible state of health. 
This state of good health occurs when 
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the numerous factors concerned with the 
maintenance of this condition predomi- 
nate. For many reasons, however, the 
balance in favour of a state of good 
health is upset and disease occurs. This 
struggle between the factors which main- 
tain health and those which produce 
disease is continuous. When preventive 
measures fail and disease does occur, 
every effort must be made to restore the 
individual to a state of good health by 
means of adequate treatment and provi- 
sion of facilities necessary for his reha- 
bilitation. 

It is suggested that health services can 
best be studied by considering three main 
features, namely, quality, availability and 
effective use and co-ordination. It is dif- 
ficult, admittedly, to provide objective 
tools for the measurement of these de- 
sirable elements of health services. It is 
suggested, however, that although certain 
indices are available at the present time, 
others need to be developed. It seems 
reasonable to suggest that the Commis- 
sion examine existing indices, improve 
them where possible, and even develop 
new ones. 


QUALITY OF CARE 


With regard to the first feature to be 
evaluated, namely, the quality of health 
care in Canada, there seems to be a gen- 
erally accepted assumption that Canadian 
health care is as good as any in the 
world. While this assumption may be 
true, there is a lack of objective studies 
in this area. It is, therefore, suggested 
that this assumption may have been made 
on insufficient evidence and may not 
necessarily be true. Further, this assump- 
tion may be valid in certain parts of 
Canada or for certain groups of the 
population, but not for others. 

As was noted, the problem of measur- 
ing any aspect of health care is difficult. 
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One measurement would be to make 
comparisons with other jurisdictions. To 
do this, comparable indices are necessary. 
Some of these are available such as infant 
mortality rates, maternal mortality rates, 
crude and specific death rates plus a 
limited amount of information on rates 
of incidence and prevalence of disease 
and volume of disability. Based on the 
latest available data, Canada’s rank 
among countries of the world—first rank 
being the country with the lowest mor- 
tality rate—is as follows: 

Deaths from motor vehicle accidents 
—15th; 

Deaths from all other accidents—1 5th; 

Deaths from heart disease—13th; 

Infant mortality—12th; 

Maternal mortality—9th; 

Mortality from infective and parasitic 
diseases—3rd. 

The Association recommends, there- 
fore, that the Commission undertake 
much more detailed studies than have 
been done in Canada with a view to 
assessing where we stand in terms of the 
quality of health care being provided in 
Canada. Additionally, such a _ study 
should encourage further comparison as 
well as establishing a base line for the 
evaluation of future progress. 


AVAILABILITY OF CARE 
The second characteristic requiring 
study is the availability of health services. 
Modern concepts recognize that many 
health services are required in effectively 
handling the continuous process of main- 
taining health and restoring those who 
become ill to a state of health. 
It is useful to identify some of these 
services. 
Prevention—This is a major interest 
of public health and includes im- 
munization, control of communica- 
ble diseases, and the maintenance 
of a healthful environment. 
Diagnosis—This means the accurate 
identification of disease in the ear- 
liest stage of its development. 
Treatment—This means adequate 
treatment with the objective of re- 
storation to a state of health. 
Rehabilitation—This has physical, 
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psychological and social elements. 
Modern concepts include availability 
of prosthetic devices, vocational 
guidance, retraining and placement. 
The Association recommends that the 
Commission undertake studies of the 
availability and adequacy of health 
services. It is also suggested that con- 
sideration should be given as to the rea- 
sons why some persons fail to avail them- 
selves of services which are provided. 


EFFECTIVE USE AND CO-ORDINATION 


The third feature of health services 
for consideration is their effective use 
and co-ordination. It is felt that the Com- 
mission should put major emphasis on 
how all these diverse resources required 
to maintain the balance in favour of 
health may be most effectively used. 

The Commission will also wish to 
study the need for co-ordination of the 
health services provided by the various 
agencies. It appears that too many peo- 
ple fail to obtain required services be- 
cause of the lack of this essential 
co-ordination. 


SUMMARY 


In accordance with the above thoughts, 
our Association recommends that the 
Commission develop better and more ef- 
fective indices for the evaluation of 
health services and that it undertake 
studies of the quality, availability, effec- 
tive use and co-ordination of health serv- 
ices. 

If the Commission decides to establish 
groups of technical experts to study 
health services from the point of view 
suggested by the Association, or from any 
other point of view, the Commission may 
be assured that members of the Canadian 
Public Health Association will be pre 
pared to co-operate to the fullest extent. 

The Commission may feel that there 
is a need for a background document on 
Public Health in Canada describing its 
growth, its scope and its trends. The As- 
sociation would be happy to assist in 
this work. 
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STATEMENT TO THE ROYAL COMMISSION ON HEALTH SERVICES 
FROM THE SCHOOL OF HYGIENE, UNIVERSITY OF TORONTO! 


THE ROLE OF THE SCHOOL OF HYGIENE IN CANADIAN HEALTH SERVICES 


HE University of Toronto has fifty 

years of experience in graduate edu- 
cation in public health. A course leading 
to the Diploma in Public Health was 
first offered by the Department of Hy- 
giene and Preventive Medicine in 1912. 
Since the establishment of the School of 
Hygiene as an independent division of 
the University in 1927, the program of 
graduate education has been steadily ex- 
panded. 

At present, the School provides in- 
struction in public health subjects to over 
100 graduates each year, through courses 
offered to physicians, dentists, veteri- 
narians, engineers, laboratory scientists, 
nutritionists, administrators, graduates in 
business, and health educators. These 
courses offer instruction in the specialities 
of public health, industrial health, micro- 
biology, nutrition, hospital administra- 
tion, veterinary public health, dental 
public health, and health education. 

Undergraduate students in medicine, 
nursing, pharmacy, arts, household sci- 
ence, and physical and health education 
also take courses from the staff of the 
School of Hygiene. 

An extensive program of research in 
the basic public health sciences, in the 
administration of health services, and in 
certain aspects of professional education 
is carried out. References to four studies, 
which may be of interest to the Commis- 


1Statement prepared by A. J. Rhodes, 
M.D., F.R.C.P. (Edin.), F.R.S.C., Director; 
J. E. F. Hastings, M.D., D.P.H., Associate 
Professor of Public Health and Preventive 
Medicine; and W. H. le Riche, B.Sc., M.D.., 
M.P.H., Professor of Public Health, School 


of Hygiene, University of Toronto. Pre- 


sented in Ottawa, Sept. 27, 1961. 


sion, are given in the appendix. These 
studies relate to the work and education 
of the Canadian general (medical) prac- 
titioner, to the work of the medical of- 
ficer of health in Canada, to graduate 
education in hospital administration, and 
to the administration of health services 
and health “insurance” programs in cer- 
tain European and Asian countries. 

In addition, the services of staff mem- 
bers of the School are from time to time 
requested by various branches of govern- 
ment and by voluntary health agencies. 
For example, Dr. Milton H. Brown, Pro- 
fessor of Public Health and Preventive 
Medicine in the School, is at present 
undertaking a detailed study of the pro- 
grams of the Department of Health for 
Nova Scotia. 

The above information is given to in- 
dicate the particular interest of the 
School of Hygiene in the whole field 
of health services, and to make it clear 
to the Royal Commission on Health 
Services that the services of the staff are 
available for further inquiries, subject to 
the limitations imposed by teaching and 
other obligations to the University of 
Toronto. 


PRESENT-DAY CONCEPTS OF THE ROLE 
OF PUBLIC HEALTH 


Public health is a branch of medical 
and scientific work that has the objec- 
tives of protecting, maintaining, and im- 
proving the health of people in a social 
unit, whether it be a whole country, a 
province, a local community, or even a 
group of workers in a factory. 

Preventive measures used by public 
health workers include the supervision of 
environmental factors that influence 
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health, such as water and food, the at- 
mosphere, radiation, housing, and work- 
ing conditions. Other preventive meas- 
ures include the maintenance of adequate 
nutrition, the prevention and control of 
infectious diseases, the promotion of 
mental health, and the prevention of ac- 
cidents. The maintenance of diagnostic 
laboratories, especially in the field of 
bacteriology and virology, is a vital func- 
tion of public health agencies. 

Certain therapeutic measures, when 
provided on a community basis, also 
come within the scope of interest of pub- 
lic health, such as diagnostic services, 
treatment services, rehabilitation services, 
home care services, nursing home and 
convalescent services, chronic disease 
services, services for children, services 
for occupational groups, and services for 
the aged. 

Physicians and others trained in pub- 
lic health are being called upon increas- 
ingly to plan and administer health serv- 
ices, including the provision of hospital 
care and plans providing the personal 
services of physicians. 

It will be evident therefore that the 
scope of public health in Canada today 
encompasses all matters that may affect 
the health of the Canadian people. There 
is probably no other group of profes- 
sionally trained workers in Canada who 
have this breadth of outlook and of 
interest. 

The new concept of public health, and 
of the role of public health workers, is 
expressed in the preamble to the Consti- 
tution of the World Health Organization 
of which Canada is a founding member. 
In part, the preamble states: 


“Health is a state of complete physi- 
cal, mental, and social well-being and 
not merely the absence of disease or 
infirmity. 

“The enjoyment of the highest at- 
tainable standard of health is one of 
the fundamental rights of every human 
being without distinction of race, reli- 
gion, political belief, economic, or so- 
cial condition. 

“Governments have a responsibility 
for the health of their peoples which 
can be fulfilled only by the provision 
of adequate health and social mea- 
sures. 
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It is because of a wide concern in all 
matters affecting the health of the Cana- 
dian people, and in undergraduate and 
graduate education in the health fields, 
that the School of Hygiene wishes to 
make certain suggestions in this initial 
submission to the Royal Commission on 
Health Services. It is realized that the 
Royal Commission will receive numerous 
other submissions. Therefore, attention 
is focused on topics of particular interest 
to an academic group charged with the 
task of training health workers and with 
the carrying out of research studies of 
community health services. 


SOME PROBLEMS REQUIRING 
INVESTIGATION BY THE 
ROYAL COMMISSION 


I. Measurement of Health Status 


At the moment, it is difficult to com- 
pare the health status of Canadians with 
citizens of other “developed” countries 
of an approximately similar social and 
economic level. Certain vital statistics are 
customarily used for comparison. In 
some statistics, Canada ranks below cer- 
tain other countries, such as the Nether- 
lands, Scandinavian countries, New Zea- 
land, and the United Kingdom. 

(a) The School of Hygiene recom- 
mends that an examination of the value 
of existing “indicators” of health and an 
exploration of the possible development 
and use of new “indicators” be made. 
(It is only when accurate “yard sticks” 
of health are available, that the true pic- 
ture in Canada, in each province, and in 
different parts of individual provinces can 
be assessed, and that an accurate baseline 
can be established for subsequent peri- 
odic assessment of programs. ) 

(b) The School of Hygiene recom- 
mends that a study be made of existing 
vital statistics services in the provinces 
and in the Dominion Government to see 
if improvements are indicated. 


Il. Evaluation of Quality of Practice of 
Professional Health Workers 


Perhaps the most important feature 
of any service rendered by a physician, 
dentist, nurse, or other professional 
worker is that it should be as good as 
possible. 
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Quality of service depends to some 
extent on the standards required of pro- 
fessional workers before they are allowed 
to practise, and to some extent, on the 
degree to which they are able to improve 
and keep their knowledge up-to-date 
after graduation. 

(a) The School of Hygiene recom- 
mends that the Royal Commission col- 
lect and study details of the various 
licensing requirements for physicians and 
other professional health workers. 

(b) The School of Hygiene recom- 
mends that study be made of the various 
means of acquiring specialty status, such 
as the programs of the Royal College of 
Physicians and Surgeons of Canada and 
the graduate training programs of medi- 
cal schools and schools of hygiene. 

(c) The School of Hygiene recom- 
mends study of various programs de- 
signed to assist professionally qualified 
people to keep up-to-date. An important 
component of this study would be a re- 
view of postgraduate teaching facilities 
in public health, as well as in the other 
branches of professional health work. 

(d) The mechanism of independent 
evaluation or “Accreditation” using ob- 
jective standards is accepted by educa- 
tional institutions and hospitals as a 
stimulus to high quality. Accordingly, the 
School of Hygiene recommends that 
study be made of the possible applica- 
tion of similar techniques as stimuli to 
quality in the work done by individual 
health workers and groups of health 
workers. 


Ill. Evaluation of Quality of Programs of 
Official and Voluntary Health 
Agencies 
Health programs of official and non- 

government agencies, when begun, usual- 

ly have clearly defined objectives and a 

policy to help attain these objectives. 

However, such programs often are con- 

tinued for a long time without a critical 

evaluation of their effectiveness. 

(a) The School of Hygiene recom- 
mends that a study be made of techniques 
of program evaluation, such as those 
conducted in the New York State De- 
partment of Health and elsewhere, to 
determine their suitability in the Cana- 
dian scene. 
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(b) The School of Hygiene recom- 
mends that attention be paid to the need 
for periodic independent and objective 
evaluations of the programs of voluntary 
health agencies. 


IV. Availability of Health Services 


Inequalities and deficiencies in the 
ready and adequate availability of health 
workers and health services exist among 
and within the different regions of 
Canada. 

(a) The School of Hygiene recom- 
mends that studies be undertaken to de- 
termine the needs for the different pro- 
fessional and non-professional workers, 
to determine the problems of recruitment 
to these fields, and to try to find ways 
for alleviating the shortages and ine- 
qualities. 

(b) The School of Hygiene recom- 
mends that studies be undertaken to 
determine the deficiencies in the various 
health services, such as public health 
services, diagnostic and laboratory serv- 
ices, treatment services, convalescent and 
rehabilitation services, services for the 
chronically ill, services for the aged, and 
social services directly related to health, 
and to try to find ways for alleviating the 
deficiencies. 


V. Professional Education and Non- 
Professional Training 


Without well-educated _ professional 
and well-trained non-professional work- 
ers modern health services cannot be 
provided. 

(a) The School of Hygiene recom- 
mends that studies be made of the present 
activities of professional health workers, 
of possible ways for allowing their more 
effective use, and of possible improve- 
ments in the undergraduate, graduate, 
and postgraduate education of all types 
of professional health workers. 

(b) The School of Hygiene recom- 
mends that studies be made of the present 
use and training of all types of non-pro- 
fessional, para-medical health workers 
and of possible ways for using their skills 
more effectively. 


VI. Co-ordination of Local Health 
Services 
The present pattern of health services 
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in Canada, especially in the larger cen- 
ters, resembles a patch-work quilt. Serv- 
ices may be available in any one area 
from an agency of the Dominion Gov- 
ernment, from provincial government 
departments, from municipal government, 
from hospitals and clinics, from volun- 
tary health organizations, from charitable 
organizations, and from different types 
of private health workers. It is almost 
impossible both for those receiving serv- 
ice and also for those providing it to 
know the details of all the services avail- 
able. 

(a) The School of Hygiene recom- 
mends that the need for a co-ordinator 
of health services in each area and the 
possible role of the local medical officer 
of health in this capacity be studied. 


VII. Co-ordination of Health Services 
at the Provincial Level 


(a) The School of Hygiene recom- 
mends that study be made of the pos- 
sible establishment in each province of a 
provincial advisory committee on health 
services composed of leading people who 
could give reasoned and unbiased advice 
to the provincial government and to non- 
government organizations about general 
health policy and the planning of health 
services. Such a body could exert a bene- 
ficial influence by recommending new 
services when indicated and by recom- 
mending that unsuitable proposals be 
dropped. 


VIII. Comparative Studies of Health 
Services in Other Countries 


Over the years the Department of 
National Health and Welfare has made 
regular, valuable studies of the health 
service patterns in other countries. Other 
qualified groups and individuals, includ- 
ing members of the staff of the School 
of Hygiene, have also carried out detailed 
studies of this type. It would seem of 
little value to repeat these studies since 
detailed information is available already. 

(a) The School of Hygiene recom- 
mends that following the detailed studies 
of the many aspects of providing health 
services in Canada, specific studies be 
undertaken of particular aspects of 
foreign programs which could provide 
useful experience for planning in Canada. 
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IN SUMMARY 


In the light of its responsibility for the 
training of undergraduates and graduates 
in Public Health, and of its knowledge 
of the health services in Canada as 
presently available, the School of Hy- 
giene, University of Toronto, recom- 
mends that the Royal Commission on 
Health Services pay particular attention 
to e following: 

Methods for the measurement of 
heaith status. 

2. Methods for evaluating the quality 
of practice of professional health work- 
ers. 

3. Methods for evaluating the quality 
of programs of official and voluntary 
health agencies. 

4. Methods for removing inequalities 
and deficiencies in the availability of 
health workers and different health serv- 
ices. 

5. Methods for improving the educa- 
tion, training, and use of professional 
and non-professional health workers. 

6. Methods to improve the co-ordina- 
tion of local health services. 

7. Methods to improve the co-ordina- 
tion of health services at the provincial 
level. 

8. Comparative studies of specific 
aspects of health services in other coun- 
tries following the detailed studies of 
providing health services in Canada. 


APPENDIX 


Recent Studies of Staff Members, School 

of Hygiene, University of Toronto, in the 

Fields of Medical Education and Health 
Services Administration 


1. Clute, Kenneth, F.: “A Survey of 
the Work of General Practitioners in 
Ontario and Nova Scotia”. 

For the last five and half years, Dr. 
K. F. Clute has been making an intensive 
study of the work of a “random sample” 
of 86 general practitioners in Ontario 
and Nova Scotia. Dr. Clute’s study has 
been conducted with the support of the 
College of General Practice of Canada, 
and has been financed by the Rockefeller 
Foundation, the Canadian Life Insurance 
Officers Association, and the Canadian 
Federal-Provincial Health Grants Pro- 
gram. 


494 


Dr. Clute’s report will be published 
by the University of Toronto Press in 
1962. It is proposed to submit a copy 
of this book to the Commission, with 
attention drawn to pertinent passages. 

This study is unique, not only in 
Canada but in any other country, in its 
thoroughness. The author describes in 
detail the day to day work of the physi- 
cian, the types of cases he sees, the diag- 
nostic and therapeutic problems involved, 
and the quality of medicine practised, 
and discusses at length the implications 
of his findings as far as medical education 
and the organization of medical care are 
concerned. 

2. le Riche, W. Harding: “A Survey of 
the Work of the Medical Officer of 
Health in Canada”. 

With the co-operation of Dr. E. W. R. 
Best of the Department of National 
Health and Welfare, Dr. le Riche is just 
completing the analysis of the work of 
almost all of the full time physicians 
holding the public office of medical officer 
of health or medical health officer in 
eight of the ten Provinces. (Quebec has 
not yet been surveyed. Newfoundland has 
a different administrative system.) 

This is the first time that such a de- 
tailed study has been done in Canada. 
The study has been financed by the W. 
K. Kellogg Foundation, Battle Creek, 
Michigan. 

Arising out of this study, and in part 
as an independent inquiry, Dr. le Riche 
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is preparing a monograph on “Graduate 
Education in Public Health”. 

It is anticipated that the reports of both 
these studies by Dr. le Riche, in whole 
or in summary form, will form part of 
the brief to be submitted to the Royal 
Commission on Health Services, at a later 
date. 

3. McLaren, Kenneth S.: “A Study of 
Graduate Education in Hospital Adminis- 
tration”. 

Mr. McLaren, formerly Assistant Pro- 
fessor, Department of Hospital Adminis- 
tration, School of Hygiene, has recently 
submitted to the W. K. Kellogg Founda- 
tion, a very detailed study and critique 
of graduate education for hospital ad- 
ministrators. This report, or portions 
thereof, can also be made available. 

4. Hastings, J. E. F.: “A Report to 
the World Health Organization on Health 
Services in Selected Countries”. 

Dr. Hastings is completing a report 
of a lengthy tour, under World Health 
Organization auspices, of the United 
Kingdom, Norway, Denmark, Sweden, 
the Union of Soviet Socialist Republics, 
India, Ceylon, and Japan, during which 
he studied the organization and adminis- 
tration of their health services and health 
“insurance” programs. Lessons applicable 
to the Canadian scene are stressed. Sub- 
ject to the approval of the World Health 
Organization, this report can be made 
available when completed. 


Association News 


Saskatchewan Branch 


The Saskatchewan Branch has decided to 
submit a brief to the Royal Commission on 
Health Services. The following committee 
has been appointed and charged with the 
responsibility of preparing the brief: Dr. 
Robert Bradley, Swift Current, Dr. Alex- 
ander Robertson, Saskatoon, Mr. A. V. 
Kipling, Melfort, Mr. Stanley Rands, Regina, 
Dr. H. E. Robertson, Regina, and Dr. M. S. 
Acker, Regina. 


Ontario Public Health Association 


The annual meeting of the Ontario Public 
Health Association was held in Toronto on 
October 2, 3, and 4. At a luncheon on 
October 2, Dr. A. J. Rhodes, Director, 
School of Hygiene, University of Toronto, 
spoke on oral poliomyelitis vaccination. 
Highlights of the sessions were panel discus- 
sions On communications in public health 
and the role of public health in emerging 
countries. 
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British Columbia Branch 


The British Columbia Branch, after con- 
siderable discussion by its executive com- 
mittee, has decided that it will prepare a 
brief for presentation to the Royal Com- 
mission on Health Services when it comes 
to British Columbia. It was decided that the 
British Columbia Branch will endorse the 
brief submitted by the national body in addi- 
tion to any submissions it may make peculiar 
to the local area. The Branch intends to 
circularize the membership requesting 
thoughts and ideas on the subject. 


Manitoba Public Health Association 


The fall meeting of the Manitoba Public 
Health Association was held on October 3 
at the Royal Alexandra Hotel in conjunction 
with the Conference of the Associated Hos- 
pitals of Manitoba. Speakers included J. 
Legasse who spoke on community develop- 
ment; Dr. P. G. Lommerse, Medical Direc- 
tor of Northern Health Services, who dis- 
cussed the recent incidence of dysentery in 
a northern settlement, and Dr. Isabel Mac- 
Arthur, Consultant Dietitian, Manitoba Hos- 
pital Standards, who outlined some of the 
work of her division. 

At this meeting the following members 
were elected as the 1961-62 executive: 
President: Mr. Ralph Wendeborn, Ist Vice- 
President: Miss M. Wilson, 2nd _ Vice- 
President: Dr. W. G. French, Past President 
Mr. J. Courteau, Secretary: Miss M. E. 
Warren, Treasurer: Mr. J. N. Warrener. 


News 


Federal 


The Eighth Biennial Federal-Provincial 
Conference on Health Education was held 
in the Board Room of the Department of 
National Health and Welfare. Copeland 
Building, Ottawa, on September 27 to 29. 
The program was arranged by the Informa- 
tion Services Division of the Department, 
and included discussions on the evaluation 
of health education materials and the exten- 
sion of federal-provincial co-operation in 
health education programming. 

The fourth annual meeting of the Mater- 
nal and Child Health Advisory Committee 
was held at Ottawa, September 18 and 19, 
under the auspices of the Child and Mater- 
nal Health Division of the Department of 
National Health and Welfare. 

The poliomyelitis immunization _ pro- 
gram for federal government employees, 
undertaken by the Civil Service Health 
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Nova Scotia Branch 


The annual meeting of the Nova Scotia 
Branch of the Canadian Public Health 
Association was held in Sydney on Septem- 
ber 27 and 28. The meeting followed the 
annual staff meeting of the Nova Scotia 
Department of Health. The Deputy Minister 
of Health, Dr. J. S. Robertson, presided at 
the staff conference and participated in the 
proceedings of the Branch meeting. Approxi- 
mately two hundred delegates attended this 
excellent meeting. At the final dinner hono- 
rary life membership in the Nova Scotia 
Branch was presented to Miss Blanch Mar- 
tell and Mr. Frank Doyle. 

Visitors from outside the province in- 
cluded Dr. Milton Brown, Professor of 
Public Health, School of Hygiene, Univer- 
sity of Toronto, Dr. Gordon W. Brown, 
President, Canadian Public Health Associa- 
tion, and Dr. E. J. Young from the national 
office of the Association. 

At the annual business meeting of the 
Nova Scotia Branch the following members 
were elected to the 1961-62 executive: Past 
President: Mr. W. J. Chisholm, President: 
Dr. D. J. Tonning, Ist Vice-President: Miss 
Caroline MacDougal, 2nd Vice-President: 
Mr. Fred G. Barrett, Secretary-Treasurer: 
Mr. Ralph E. J. Ricketts; Members of the 
Executive: Dr. Philip LeBlanc, Miss Gene- 
vieve Gillis, Mrs. Laura Wall, Mr. Gerald 
MacDonald. Mr. Robert Butler. 


Notes 


Division of the Department of National 
Health and Welfare, which was started in 
November 1960, has now been completed. 
In all, a total of 111 clinics was held, at 
which some 16,500 employees received 
either the primary series of 3 inoculations 
or the completion of a series previously 
begun. 


British Columbia 


The appointment of dental public health 
externs, planned earlier this year, has now 
been put into effect. Dr. Darrel Hunter and 
Dr. Bryan Hunter (twin brothers), Dr. Iain 
McLeod and Dr. Don Gratton commenced 
duties during the late summer. These 
appointments make possible the clinical 
services of the community preventive dental 
programs of British Columbia in areas 
lacking a resident dentist. Each extern is 
provided with a set of specially designed 
portable dental equipment, on loan, which 
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he may use in treating private patients after 
clinic hours. The externs receive orienta- 
tion and guidance from the regional dental 
consultants of the Provincial Health Branch, 
and are thus made familiar with the role of 
the general dental practitioner in the pre- 
ventive dental services of British Columbia. 


Following the success last year of the 
first school for water works supervisors, a 
second course was held at the University of 
British Columbia, September 5-8, under the 
sponsorship of the Provincial Health Branch 
and the Department of University Extension 
of the University. Other bodies giving sup- 
port were the American Water Works 
Association, the Lower Mainland Water 
Works Supervisors’ Association, the Greater 
Vancouver Water District and the Depart- 
ment of Continuing Medical Education of 
the University. Financial assistance was 
again provided by a grant from the Depart- 
ment of National Health and Welfare. 

Designed primarily for employees of 
smaller water works systems, this year’s 
school was attended by 46 supervisors from 
all parts of British Columbia. Lectures and 
discussions were planned to make those in 
the water works field better acquainted with 
the major aspects involved in providing a 
safe and efficient water supply to the public, 

Subjects covered in the four days of lec- 
tures and discussions included hydraulics, 
public health aspects of water supplies, 
typical water works problems, chlorination, 
storage dam maintenance, planning of water 
systems and personnel relations. 


Earlier this year there was an extension of 
the Provincial Government Employees’ 
Health Service with the appointment of Miss 
Yvonne Nedelec as occupational health 
nurse in Vancouver. Miss Nedelec is now 
established in permanent quarters in down- 
town Vancouver, where she can more 
readily serve the many government em- 
ployees in the metropolitan area. 


Staff Changes 


Dr. A. J. Cunningham has been appointed 
director of the Peace River Health Unit at 
Dawson Creek. He is a graduate of the 
University of Liverpool, and comes to 
British Columbia from Tasmania. 


Dr. V. Baker, a graduate of the Univer- 
sity of Bristol, has been appointed assistant 
director of the Cariboo Health Unit at 
Prince George. 


Dr. D. C. Bullen, previously regional 
dental consultant for the Kootenays, has 
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taken up his new appointment as dental 
consultant for the Vancouver Island region, 
in Nanaimo. 


Dr. Ruth McDougall has accepted a part 
time appointment with the Greater Van- 
couver Metropolitan Health Committee. She 
is a graduate of McGill University with a 
D.P.H. from the University of Toronto and 
she also has certification in public health. 


Alberta 


Dr. G. R. Davison retired on September 
29 from the position of Director of Tubercu- 
losis Control in the Provincial Department 
of Public Health which he has held for the 
last eleven years. After graduating from 
Queen’s University in 1921, he practised for 
three years in Ontario and for six years in 
Saskatchewan. In 1930 he joined the staff 
of the Central Alberta Sanatorium (now the 
Baker Memorial Sanatorium) in Calgary, 
and in 1936 he became Medical Superinten- 
dent of the Edmonton Sanatoria. Finally, in 
1950, he succeeded the late Dr. A. H. Baker 
as Director of the Division of Tuberculosis 
Control. Dr. Davison has served for many 
years as Chairman of the Medical Advisory 
Board of the Alberta Tuberculosis Associa- 
tion, and he is the President-elect of the 
Canadian Tuberculosis Association, 


Dr. Davison’s successor as Director of 
Tuberculosis Control is Dr. H. H. Stephens, 
who graduated from the University of 
Alberta in 1932. After joining the staff of the 
Central Alberta Sanatorium in 1934, Dr. 
Stephens was appointed as Medical Superin- 
tendent of the Edmonton Sanatoria in 1950, 
and two years later became the first Medical 
Superintendent of the Aberhart Memorial 
Sanatorium in Edmonton. 


Dr. J. D. Wallace has resigned his ap- 
pointment as Director of the Hospitals Divi- 
sion in the Provincial Department of Public 
Health to become executive Director of the 
University of Alberta Hospital. His succes- 
sor as Director of the Hospitals Division is 
Professor J. D. Campbell, who formerly 


acted as Consultant to the Minister of 
Health while serving as Head of the 
Accounting Department at the University of 
Alberta. 


Manitoba 


Premier Duff Roblin, the Hon. George 
Johnson, Minister of Health, and Dr. Hugh 
Malcolmson, Director of Alternative Care, 
spent some time in England during Sep- 
tember looking over the health scheme. 
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Deputy Minister of Health, Dr. M. R. 
Elliott, attended the preliminary hearing of 
the Royal Commission on Health Services 
in Ottawa, September 27. Dr. Elliott pre- 
sented a preliminary statement on behalf of 
the Province of Manitoba. 


Manitoba Children’s Dental Health Week 
was observed October 22 to 26, a co-opera- 
tive venture between the Provincial Govern- 
ment and the Manitoba Dental Association. 
All mass media were utilized in publicizing 
the event, including several television ap- 
pearances by various specialists in the field 
of dentistry. 


Almost 400 delegates from the three 
prairie provinces and the head of the lakes, 
attended the Western Canada Water and 
Sewage Conference, held in Winnipeg, Sep- 
tember 28-29. Jim Warrener and George 
Balacko, from the Bureau of Public Health 
Engineering, assisted with the local arrange- 
ments. 


Staff Changes 


Formerly of Cape Breton Island, Nova 
Scotia, Dr. A. T. Munro has joined the 
Department and will serve as the second 
medical director in the St. James Health 
Unit. A graduate of Dalhousie University, 
Dr. Munro obtained his D.P.H. at the Uni- 
versity of Toronto last year. 


A 1940 graduate of the University of 
Manitoba, Dr. J. C. Elias has joined the 
staff, and will serve as Medical Director in 
the Portage la Prairie Health Unit. Follow- 
ing service with the R.C.A.F., Dr. Elias went 
to Morris, Manitoba, where he has since 
been in practice. 

Following 43 years’ service with the Pro- 
vincial Laboratory, Roy Bridges was 
honoured recently on his retirement. 


Ontario 


The Minister’s Conference for Medical 
Officers of Health was held on Monday 
October 2 prior to the annual meeting of the 
Ontario Public Health Association. The con- 
ference was under the chairmanship of Dr. 
W. G. Brown, Deputy Minister of Health, 
and was featured by a symposium on public 
health control of radiation injury in nuclear 
war which was presented by the Department 
of National Health and Welfare. Dr. A. C. 
Hardman, Chief, Emergency Health Ser- 
vices Division, was chairman of the sym- 
posium and also presented a paper entitled 
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“Health Services in Nuclear Disaster”. 
Other speakers were Dr. E. E. Massey, 
Defence Research Scientific Officer who 
spoke on “Nuclear Weapons Effects—The 
Agent”, Dr. F. C. Pace, Special Weapons 
Consultant, Department of National Health 
and Welfare, who spoke on “Population 
Response to Weapon Radiation—The Host”, 
and Dr. B. G. Migicousky, Chief of Bio- 
chemistry, Animal Research Institute, Can- 
ada Department of Agriculture, whose sub- 
ject was “Fallout and the Food Chain— 
The Environment”. Considerable discussion 
followed the paper. 


Nova Scotia 


The Department of National Health and 
Welfare, the Department of Fisheries, and 
the Nova Scotia Department of Public 
Health recently conducted a survey of the 
Annapolis and Cornwallis River systems. 
The data are now being studied and pro- 
cessed in order to provide a relatively com- 
plete biological and physical assessment of 
the two rivers, the condition of the basins, 
and the uses to which the streams are and 
may be put. 


The annual staff meeting of the Provincial 
Health Department was held in Sydney on 
September 25 and 26. On Monday, there 
were general sessions for all staff members 
and on Tuesday, sectional meetings. The 
public health nurses were privileged to have 
Dr. Noel Murphy, Psychiatrist, Director of 
the Eastern Counties Mental Health Centre, 
Antigonish, speak to them on mental health. 


Staff Changes 


Changes in the staff of the Nutrition Divi- 
sion include: Director, Miss Jessie Rae, 
Acting Assistant Director, Miss Margaret 
Sherry, recent additions to the staff Miss 
Lorna Seaman, nutritionist, Atlantic Health 
Unit, Dartmouth, and Miss Elizabeth Mac- 
Lellan, Western Health Unit, Yarmouth. 


Miss Vida Tanner, Supervisor of Nurses, 
Bridgewater, has been transferred to the 
Atlantic Health Unit. Miss Lois Robertson, 
Supervisor of Nurses in the Atlantic Health 
Unit, has been transferred to the Lunen- 
burg-Queens Health Unit. 


Miss Mazie MacIntosh has been granted 
leave of absence from the provincial public 
health nursing staff to take the course in 
administration and supervision at the Uni- 
versity of Toronto. 





Books and Reports 


HANDBOOK OF BACTERIOLOGY. 
MACKIE AND McCARTNEY, Tenth 
Edition, Edited by Robert Cruickshank, 
M.D. Macmillan of Canada. 1960. 980 
pp. $6.75. 


The death of Professor Mackie in 1955 
and the retirement of Dr. McCartney has 
left the revision of this popular handbook 
in the capable hands of Dr. Robert Cruick- 
shank, Professor of Bacteriology at the 
University of Edinburgh. 

The tenth edition is much longer than the 
previous revision, possibly reflecting both 
the interest of several additional contribu- 
tors who are associates of Dr. Cruickshank 
in the Department of Bacteriology and also 
the recent trends in microbiology. For 
example, the section on viruses has been 
expanded from 62 pages in the ninth edi- 
tion to 138 pages in the latest edition and 
much of this expansion may be attributed to 
knowledge which was non-existent in 1955 
when the ninth edition was published. 

This volume is somewhat disappointing 
because it disregards most of the biochemis- 
try which is part of microbiology. It is, 
however, one of the best books available 
for those actively engaged in the microbio- 
logy laboratory and should also be of 
interest to those medical and veterinary 
practitioners who have more than a super- 
ficial interest in the methodology and inter- 
pretation of laboratory tests. 


AN INTRODUCTION TO THE BIOLOGY 
OF MICRO-ORGANISMS. Lilian E. 
Hawker, Ph.D., A. H. Linton, Ph.D., 
B. F, Folkes, Ph.D., and M. J. Carlile, 
Ph.D. Macmillan of Canada. 1960. 452 
pp., $6.00. 


This book is refreshing for its biological 
approach to a study of micro-organisms and 
probably owes much of its excellence to 
the diversified interests of its authors. Dr. 
Hawker is a mycologist, Dr. Linton a bac- 
teriologist and Dr. Folkes and Dr. Carlile 
are botanists. All are at the University of 
Bristol. 

The fusion of the talents has resulted in a 
book which is truly concerned with the 
gamut of micro-organisms. Section I, The 


Morphology and Life-cycles of Micro- 
organisms, reflects the classical approach to 
biology; Section II, Physiology and Meta- 
bolism of Micro-organisms, reviews some 
basic biochemistry and relates it to the living 
processes; and Section III, Ecology of 
Micro-organisms, is divided into six chap- 
ters, each of which attempts to discuss eco- 
logy from the standpoint of various special- 
ties, e.g., soil, air and water, animals, etc. 
This book should be valuable for the 
serious student of microbiology who is well 
grounded in biology and biochemistry. It is 
not, as the title might lead one to expect, a 
book for beginning students of biology. 


COLLECTED PAPERS OF THE MAYO 
CLINIC AND THE MAYO FOUNDA- 
TION, Volume 52, 1960. Compiled by 
G. G. Stilwell, M.D., W. B. Saunders, 
Philadelphia. Available from McAinsh & 
Co., Toronto and Vancouver. 1961, 868 
pp., $15.00. 


The majority of the papers in this well- 
known annual deal with practical aspects 
of common medical and surgical problems. 
Several excellent reviews of the “for the 
busy general practitioner” type are included. 
There is an abundance of interesting read- 
ing here for those wishing to improve their 
knowledge of clinical medicine. 


CANADA 1961. Information Services Divi- 
sion, Dominion Bureau of Statistics. 
Queen’s Printer, Ottawa. 1961, 320 pp., 
$1.00. 


The latest issue of this annual handbook 
is an excellent one. Population, govern- 
ment, industry, the arts, health and welfare, 
and other topics are covered in an interest- 
ing and informative way. Although only 
about one quarter the size of the detailed 
“Canada Yearbook”, this smaller work does 
include considerable statistical material. The 
many photographs have been well chosen 
and well reproduced. 
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